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ABSTRACT 

The many difficulties involved in diagnosing, 
classifying and treating alcoholics comprise the bulk of the report's 
content. The very specific social and medical needs of the alcoholic, 
coupled with personal, social and treatment agency barriers, are 
viewed as the major feasibility (for treatment outcome) factors. The 
report recoaf^jends six major treatment approaches: (1) acute 
detoxification; (2) chronic detoxification; (3) envirouaental 
manipulation; (4) supportive therapy; (5) internal change therapy; 
and (6) treatment for the counter-alcoholic. In the concluding 
chapter, a cooperative program concept for providing services to the 
alcoholic is preferred. A coordination of all needed services in an 
intensive comprehensive prograr is seen to be the only method from 
which successful rehabilitation can be expected. (TL) 
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The materials in this publication do not 
necessarily represent the official views of 
the Rehabilitation Services Administration 
nor of State vocational rehabilitation aoencies. 
They do, however, reflect serious effort by 
able persons to keep practices in the State- 
Federal program of rehabilitation current 
with developments in the field. 
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FO:?E^^RD 



Rchabilitf'tLon programs are rapidly developing many special approaches 
to serving selected target groups of disabled anJ lisad vaatagcd p3rsons. 
The intensity of many of these efforts has brought the service to the 
frontier of knowle<lge where ingenuity and iimovaLioa are requisite ter 
further progress. 

Probably no large group of parsons have been less veil served by s ^c..eLy 
thjti those aidtcLed to excessive use ot alcohol- techniques and otfec- 
tive approaches to rehab L 1 i La t ion services tor thorn are just now beitig 
devised. The progress mida his required bold c epe t imen t atioii and 
intensive stuJy. 

Ihe Study Connittcc of the Institute on Rch abi 1 i la I ion Services has 
been diligent in sccki \g out and recording In this manual much of the 
best inConaation r/ailLible on rehabilitation of the alcoholic. Ihe 
■interi.al preseiitc j h :re should certainly assist th )sc State ageucies 
who arc engaged in subsiantial work wi th the alcoholic to enrich Lholr 
existing programs. Ihose State programs ’hat are seeking to devise 
mcatis tor serving the alcoholic will certainly find here m ny lialpful 
suggoa Lions. I n -so r vice training programs will surely bo .nriehc^i by 
the availability of this nitcrial. 
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PREFACE 



The Study Co’njnittee for 1968 on the Rehabilitation 
of the Alcoholic was charged with continuing the study 
which he'd begun with a survey in 1967. Results of the 
survey axe included in Chapter I of this report. 

The general purpose of the study was given by the 
Planning Cominittee as follows; 'This group should make 
a thorough study of the problems and the effective prac- 
tices in working with this group. They should develop 
an approach to gearing our program and preparing staff 
to serve the alcoholic.^' 

Specific charges included: (1) develop a working 

definition of the alcoholic for rehabilitation purposes; 
(2) obtain information on the magnitude of the problem 
with its effects on the economic and social aspects of 
f ami ly and community; (3) survey State rehabilitation 
agency policies and practices in serving the alcoholic; 
(*!) identify and suggest resources in communities for 
use by agencies and counselors in serving the alcoholic; 
(5) identify techuigues, methods, and sj>erial skills 
which are particularly applicable to the rehabilitation 
of the alcoholic; (6) identify special problems such as 
attitudes, expectations, and techniques which might be 
used in motivating the rehabilitation staff to work with 
this disability group. 

Approach to the Stu dy 

In considering the extensive nature of the charges 
the Group recognized the need for intensive study in 
the various aspects of the problem and the need for 
dividing into sub-commi t teej for this purj>ose. The 
Group also felt the need for calling on certain resource 
people to assist with the work of the oi^oup. 

It was decided that sub-committees would have 
responsibility of certain phases of the study. For an 
example, one grouj) was assigned the task of identi fyimi 
and utilizing available community resources* Similar 
assignments were made for all the other a^jKjcts of the 
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study. It was further determined that the Group would 
hold its meetings in different loc«-\tions each time and 
ask resource people from that particular area as well 
as other specialists in the field to meet with the Group 
and assist with the work. 

The subcommittees were asked to corres|x?nd with 
each other as needed, exchanyiny material and holdinn 
meetings if jx>ssible to accomplish their i>articular 
assignments^ At succeeding meetings the material of 
each subcommittee T^as reviewed by the entire Grou].', 
amended as indicated, and adopted by the Group for 
use in the final re]K>rt. 

The I'inal Report 

The Group felt that it should concentrate on 
ir^'xking the main body of the rej)ort as brief as j)ossible, 
concise, and to the point* In other words, it was ftdt 
that the charges should bo fulfilled but that the rejort 
should be readable and useful* It was further deter- 
mined that the appendix should be in greater detail and 
more all-inclusive of information and resource material 
that might be helpful in working with the alcoholic. 

The Chairman is deeply grateful to the members of 
the Prime Study Grouj^ who devoted their interest, tims,, 
and effort to making the study atxi contributing to the 
final rej>ort: Mr. Max Art ell, Assist»'.nt Director, Texas 

rcliabi 1 i tat ion agency; Dr. \^’illlarn Dean, RSA staff, 
Washington; Dr. Jack Hlackley, Medical Director, N. C. 
Alcoholic Center; Mr, William Crunk, Associate Regional 
Commissioner, RSA, Charlottesville, Virginia; Dr. Vernelle 
Fox, Medical Director, Georgian Clinic; Mr, Robert Gibson, 
N. C, rehabilitation agency; Dr. Thomas L. Porter, Project 
Director, University of Georgia; Mr. Michael Spruell, 
Assistant Coordinr tor, Univcrsit>» of Georgia; Mr. Robert 
Stevens, Counselor, Georgian Clinic; and Dr. Harold 
Viaillo, Project Director, Oklahoma rehal^i 1 i t a li on agency. 

In addition to mcjibers of the I’rime Study Grouji, the 
following met and worked wi tli the committee and rendered 
valuable ca? s i s tanc e : Mr. Glen Caines, Assistant Regional 
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Representative, RSA, Atlanta; Mr, Roger Decker, Sujicr- 
visor of Intake, Iowa rehabilitation agency; Mr, Ben 
Dixon, Projecc Supervisor, S, C, Alcoholic Center; 

Mr, B, F. Sims, District Supervisor, Alabama rehabilita- 
tion agency; and Ur, James H, Williams, Project Director, 
Florida Alcoholic Program, 



James McClary 
Columbia, South Carolina 
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DESCRIPTION OF APPBI>IDICES 



Appendix A Emory U niversity Pro jec t for the 
Expansion of Voca t iona 1 
R ehabi 1 i ta t iort S ervlces to the Chronic 
Drunk C o\\ r t Of f ender A 1 coho lie 

Recent court rulings and the increasing acceptance 
of the disease concept of alcoholism have brought the 
problems of the chronic alcoholic court offender into 
sharper focus. This appendix i s a copy of the original 
proposal and a revision of the intake and screening 
procedures in use at the Emory University Alcohol Project 
in Atlanta, Georgia. The appendix should be of special 
interest to persons and agencies interested in providing 
vocational rehabilitation services to this largely neglected 
segment of the alcoholic population. 



Appendix B A Sampl e Pro|>osal and Agreement 

State vocational rehabilitation agencies have realized 
substantial success in recent years by working coopera- 
tively in the rehabilitation of se**iously impaired clients. 
This appendix could serve as a guide for those persons and 
agencies wishing to combine and coordinate their resources 
and work cooperatively toward providing a more effective 
rehabilitation program for the alcoholic. The Sample 
Proposal and Agr ^ment reproduced is that between the 
North Carolina vocational rehabilitation agency arid the 
Alcoholic Rehabilitation Center in Butner, North Carolina. 



Appenaix C Rc\^i ew of hi teraturo 

and Selected Ref et ences 

The purpose of this apperjdix is to provide the reader a 
brief overview of the major findings and to provide refer- 
ences to related literature and research on alcoholism 
pertinent to the following categories: (1) personality 

factors, (2) physiological factors, (3) socio-cultural fac- 
tors, and (4) effects of treatment. Thij ap[>endix should be 
helpful to those desiring further information in these 
significant areas. 



Appendices Research and Demonstration 

Lf & E Projects o^n A lcoholism 

Funded by 

Social and Rehabilitation 
Service , 1967 
& 

Expansion Grant s oj: 
Innovation Projects 
Funded by 

Rehabilitation Services 
Administration , 1968 



Research, demonstration, and innovation projects have 
proven to be effective in devising new techniques and 
methods for working with the alcoholic disability group. 
Appendix D is a list of Research and Demonstrati on Projects 
funded by SRS in 1967* Appendix E is a list of the Expan- 
sion Grants or Innovation Projects sponsored by RSA in 
1968. These appendices should be helpful to those doing 
research and to those people who vvish to be acquainted with 
the current innovations in the rehabilitation of persons 
with alcoholism. 



Appendix F Trainin g Courses 1968 

The complexity of thv- problem of alcoholism requires 
an unique orientation in order for rehabilitation personnel 
to work effectively with this disability group. Special 
workshops, training courses, and orientation courses are 
available to fill this need, This appendix provides a list 
of these progrars which can be effectively utilized by 
persons and agencies preparing personnel to work with this 
disabi li ty • 



Appendix G Films for Loan 

Films on alcoholism can be used as an effective tool 
in educating the alcoholic as to the nature of his disease. 
They can also be ur.ed effecttively with lay groups i facili 
tating understanding of the problem, This appendix provide 
a list of films on the various asj>ects of alcoholism w'-ich 
arc available foi loan and a sui)plementary list of films 
on rehabilitation of the alcoholic sjx)nsored by RSA and 
available for purchase only. 
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Appendix H 



Alcoholism ; 

Treacherous but Treatable 



This appendix contains an outline of information 
designed primarily for physicians inexperienced in the 
treatment of alcoholism. Those using this report should 
make this information available to physicians whom they 
feel could profit from it. 



Appendix I Roster 

Thi s appendix provides a list of the names and 
addresses of the full Study Committee. These committee 
members were charged with the responsibility of assisting 
in the compilation of the material presented in this 
study . 
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SUMMARY OF STUDY 



Rehabi 1 i ta t ion of 



the Alcoholic 



Chapter I 



I nt roduc t i on 



Rehabilitation of the alcoholic is one of the most 
difficult areas facing the rehabilitation counselor today. 
This difficulty should not, however > hide the fact that 
this is one of the most worthwhile areas in which the 
counselor can become involved and one in which he has an 
unique and effective service to offer. Many alcoholics 
who have refrained from drinking have been found to be 
extremely creative and productive citizens. 

John W. Gardner, former Secretary of Health, Education, 
and Welfare, very succinctly outlined the nature of the 
problem in the following statement: 

No other national health problem has been 
so seriously neglected as alcoholism. Many 
doctors decline to accept alcoholics as pa- 
tients. Most hospitals refuse to admit 
alcoholics. Available methods of treatment 
have not been widely applied. Research on 
alcoholism and excessive drinking has re- 
ceived virtually no significant support. 

The atmosphere of moral disapproval 
surrounding the entire subject, and the 
deplorable custom of treating alcoholics as 
sinners or criminals have obscured the 
nature of the problem. 

But now we recognize that alcoholism 
is an illness - no more moral or immora 1 
than tuberculosis or pneumonia or schizo- 
phrenia - and that our ways of dealing 
with that illness have been shockingly 
5 nadequa te . 
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Chapter II Definition and Classification 

of the Alcoholic 



The diagnosis of "alcoholism" does not have generic 
meaning. In fact, it cannot since there is as much vari- 
ance within a population of alcoholics as the population 
in general. The excessive consumption of alcohol is fre- 
quently the only common denominator. Also, there are many 
people who have a drinking problem that are not alcoholics. 

An adequate operational classification system of 
alcoholics would be of considerable benefit to ]ay and 
professional people in accelerating the process of case 
finding, diagnosis, treatment, arriving at a prognosis, 
and eventually the rehabilitation of the alcoholic. 

Any classification system proposed at this p>oint can 
only give broad concepts of the approximate treatment, 
attitude, and expectations of outcome. Since the etiology 
and epidemiology of this disability group is not yet kno^vn, 
it is imperative that the rehabilitation counselor evaluate 
each client in terms of the assets and liabilities the per- 
son brings with him, his potential assets, and the sources 
of help that can be mobilized in each particular situation. 



Chapter III The Needs of the Alcoholic 

The questions are often appropriately asked, "What 
is the difference in the needs of these clients and the 
requirements for adequate services for the alcoholic and 
other disturbed patients?" 'Vhy can’t they be treated 
in the same program as other adult psychiatric patients?" 
There are many similarities between these groups of j>a- 
tients, but alcoholics ha^e very specific needs th'^t 
necessitate special approaches if treatment is to be 
effective. The following is an outline of these needs. 
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I. What is unique about the alcoholic? 

A. Drinking is his solution to his disability. 

B. Medical complications usually present. 

C. Uses drinking behavior to hide primary disability 

D. Has ambivalence about commitment to life or death 

IT. VJhat are the special services needed by the alcoholic 

A. Continuously available peer or reference group. 

B. Medical management of acute and chronic dis- 
abilities. 

C. Awareness of the fact that he uses drinking 
behavior to hide primary disability. 

D. Help in facing up to his lack of commitment to 
life or death. 

III. What are the barriers to providing these services? 

A. Society's ambivalence about drinking. 

B. Lack of know-how in using existing treatment 
aids . 

C. Previous poor experiences associated with 
alcoholics and lack of awareness that drinking 
behavior is being used to hide primary dis- 
ability. 

D. Pressure for production on counselors and other 
helpers . 



Chapter IV Feasibi li ty Considerations 



Feasibility considerations are of special importance 
when considering the alcoholic disability group. The re- 
quirements for acceptance for services can usually be 
interpreted broadly enough to provide services to the 
alcoholic or so stringently as to exclude him. The ul- 
timate decision is usually left to the counselor's 
discretion and his interpretation of administrative policy 
as explicitly or implicitly stated. 
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Arriving at an adequate definition of alcoholism is 
a comple>; problem* For the purposes of this repx^rt, the 
Study Group has adopted the definition which has been 
approved by the American Medical Association* It is: 

Alcoholism is an illness characterized by 
preoccupation with alcohol and loss of control 
over its consumption such as to lead usually 
to intoxication if drinking is begun; by chro- 
nicity; by progression; and by tendency toward 
relapse. It is typically associated wi th 
physical disability and imj>aired emotJonal, 
occupational , and/or social adjustment as a 
direct consequence of persistent and excessive 
use. 



According to the National Council on Alcoholism, 
alcoholism is the fourth major public health problem in 
the country. The problem is more severe in urban areas 
than in rural ones. Only a small portion of the alcoholic 
population is of the skid-row type. According to statis- 
tics compiled by The Center of Alcohol Studies at Rutgers 
University, we have an estimated 4.50 million alcoholics 
in the United States. Of these, approximately, 3.75 mil- 
lion are males. 



In order to begin to meet the needs of the alcoholic 
disability group, State rehabilitation agencies must use 
all of the resources and creativity at their disposal. 

In the spring of 1967, a questionnaire was directed to 
all general rehabilitation agencies regarding the* r work 
with alcoholics in the fiscal year 1965-66. Of all the 
agencies contacted, 60% responded to the questionnaire. 

It is obvious in terms of the 4.5 million alcoholics in 
the United States that we are barely scratching the sur- 
face in terms of services to the alcoholic. Only 33% of 
those alcoholics referred for services were accepted for 
services (.00042% of the total number of alcoholics). 

The above statl:itics and a subsequent Ixjstcard survey 
conducted in the spring of 1968 indicate the gejieral lack 
of emphasis that rehabilitation agencies as a whole devote 
to the r ehabi * 1 tat ion of the alcoholic. 
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Before accepting any applicant for services, the 
rehabilitation counselor is required to establish that: 

1. The individual has a physical or mental disability. 

2. A substantial handicap to employment exists. 

3. There is a reasonable expectation that rehabilitation 
services may render the individual fit to engage in 

a gainful occupation. 

Feasibility of an applicant should depend in part on 
the degree to which treatment and rehabilitation resources 
are available. These resources include buildings, programs, 
and adequate equipment, but most important, competent 
people. The alcoholic has a problem with people, and 
people have a problem with him. People are involved in 
his illness; therefore, they must be involved in his reha- 
bilitation. Th“"re is no benefit to him in being declared 
feasible for vocational rehabilitation services if those 
services do not include the opportunity to become involved 
with persons who can assist in the reconstruction of his 
self-concept . 



Chapter V T^ ?atment Modali t i es 



Acute detoxification which is needed by almost all 
alcoholics consists oi treatment for the acute withdrawal 
symptoms: (a) a good physical examination and the appro- 

priate treatment of anything that is found and (b) 
appropriate laboratory work. On the basis of the general physical, 
a good internist would be expected to provide any additional 
work needed. The above is the minimum screening that these 
clients need if adequate program is to be designed for them. 

Subsequent to the above minimum screening, the 
following six major treatment approaches may be utilized; 

Acute detoxification 
Chronic detoxification 
Environmental manipulation 
Supi>ortive therapy 
Internal change therapy 
Treatment for the counter-alcoholic 
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ThGSG approaches nay bG usGd individually or in combination 
to achievG thG desired goal. All of the above treatment 
attitudes are by necessity generalizations which can only 
serve as broad suQvgestions for the rehabilitation counselor. 

In spite of the lack of clear guidelines and proven 
treatment approaches in this complex area, the rehabili- 
tation counselor is in a better position than almost any 
other helping professional to function as a coordinator 
to insure the kinds of services and continuity of care 
that is essential for this difficult group of clients. 

He has the prerogative of crossing disciplinary lines, 
requesting specific services, and in turn utilizing and 
integrating these services to the ultimate benefit of the 
client. 



Chapter VI Identificat ion and Ut i li za t ion 
of Avai lable Resources 



Alcoholic rehabilitation programs require a coordinated 
treatment approach using the knowledge and skill of a v/ide 
variety of professional and lay resources. The resources 
available to meet the needs of clients with alcoholism will 
vary greatly between and within the states. In addition to 
consideration of the resources available in the community 
and those which could be developed, the rehabilitation 
counselor should also think in terms of the client's going 
to another community for services not available locally, 

A list of public agencies and facilities usually 
available as resources for development and use by the 
rehabilitation cojnselor working with alcoholics is pro- 
vided in this chapter. Since the function of these 
agencies and groups vary somewhat from c.ie locality to 
another, the counselor will need to contact the agency 
representatives in his area and determine the services 
which they provide. 
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Chapter VII Inplementati or of Programs for 
Rehabilitation of the Alcoholic 



During the last decade, a number of RSA supported 
projects have demonstrated the value of rehabilitation 
concepts and services in the treatment and rehabilitation 
of alcoholics. These projects have been conducted in 
various parts of the nation aijd with a variety of groups. 
They have provided conclusive evidence that the costs for 
rehabilitating alcoholics were considerably cheaper and 
the long-range results more rewarding than the ^'revolving 
door^' method of continued arrests and incarceration of the 
alcoholic . 

A recent survey made of State program efforts directed 
toward rehabilitating alcoholics indicated the following 
program patterns : 

1. The alcoholic is accepted as a referral from the 
general population and is evaluated for reha- 
bilitation services the same as other disability 
groups . 

2. Most alcoholics are received as referrals from 
State mental hospitals after treatment has been 
provided, and the referral to rehabilitation 
counselors is or* the same basis as any other 
referral in the mentally ill population served 
by the hospital. 

3. Inhere Public Health or Mental Hygiene Clinics 
have establiihea special treatment units for 
alcoholics, rehabilitation staffs have been 
assigned to serve referrals from the clinic. 

4. Specially trainerJ staffs have been employed to 
coordinate rehabilitation services for alcoholics 
and provide slatc’wide follow-up on cases that 
are served through special alcoholic treatment 
centers. State agencies should develop a pre- 
service and in-service training program for all 
staff members working with the alcoholic and his 
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rehabilitt-ition. Ihpxe a?:e many formal training 
programs throughout the country available at 
little or no cost . 

Those program patterns have provided sorvaces to 
increasing numbers of alcoholics and given us valuable 
experience in regard to the unique need/ of this par- 
ticular disability group. However, they have not proven 
as effective either quantitatively or qualitatively «as 
desired# 

Generally, services rendered independent of each 
other have not achieved the desired end in tho treatment 
and rehabilitation of tlie alcoholic. A coordination of 
all needed services in an intensified comprehensive pro- 
gram for the alcoholic appears to be the only method from 
which successful rehabilitation can be expected* 

The cooperative program concept for providing services 
to the alcoholic is simply a formalization of the cemmit- 
ments of two or more agencies to organize, improve, expand, 
and focus in the most meaningful way their respective 
services on the needs of the alcoholic# These needs encom- 
pass a broad spectrum of living, intellectual and cultural 
development, personal adjustment, personal and social 
counseling, job training, and job placement. I\ may 
include such additional services as family case work, 
special health programs, particularly health maintenance, 
special recreational programs includirg use oi leisure 
time and the like. 

The Federal government is no longer motivated by a 
social philosophy that merely forbids various practices or 
deals u'itably with the unfortunate# it is motivated to 
rcixl locates: resources through political actions which pro- 
duce scciaiL ju-tice, adequate education, housing, 
rehabilitation, Mi-idical care* The spirit of the times 

demands that more attention be focused on the iv^eds of the 
disadvantaged in our society The needs of the alcoholic 
are of special imj>ortarce# This is the era for concerted 
service programs, program decentralization, new ap'roaches 
to planning, staff deployment and cooperative fundinc • 



chapter I 



INTRODUCTION 



The purpose of chis chapter is to provide information 
regarding the scope of the problem and to discuss the role 
of rehabilitation agencies in assisting the <xCoholic to 
become an independent productive membei* of our society. 
John W. Gardner, former Secretary of Health, Education, 
and Welfare, very succinctly outlined the nature of the 
problem in the following statement ; 

No other national health problem has 
been so seriously neglected as alcoholism. 

Many doctors decline to accept alcoholics 
as patients. Most hospitals refuse to admit 
alcoholics* Available methods of treatment 
have not been widely applied. Research on 
alcoholism and excessive drinking has re- 
ceived virtually no significant support. 

The atmosphere of moral d‘ sapproval 
surrounding the entire subject, and the 
deplorable custom of treating alcoholics 
as sinners or criminals have obscured the 
nature of the prblem. 

But novtf we r^. 'oonizc that alcoholism 
is an illness - nc more moral or immoral 
than tuberculosis or pneumonia or schizo- 
phrenia - and that out ways of dealing wi th 
the illness: have been shockingly Inadequate. 

The study committee began their work with the basic 
assumption that alcoholism is a legitimate and remediable 
disability, thus rehabilitation agencies and counselcrs 
should be as concerned with alcoholic as any other 

jxjpulation of rehabilitation .ients* 

Arriving at a definition of the alcoholic proved to 
be a complex problem. In fact, one section of this report 
(Chapter li) is devoted to the various definitions and 
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classification schemes 
for the purpose of this 
which has been approved 
It is: 



which have been developed. j!owever, 
report we adopted the definition 
by the American Medical Association. 



Alcoholism is an illness characterised by 
preoccupation with alcohol ard loss of control 
over its consumption such as to lead usually 
to intoxication if drinking is begun] by 
chronicity; by progression; ai.d by tendency 
toward relapse. It is typically associat'xi 
with physical disability and impaired emo- 
tional, occupational, and/or social adjustment 
as a dJ red consequence of persistent and 
excessive use. 

The data included in the following Section of this 
chaptex* is related to the scope of the problem. It clearly 
illustrates that in ordcx* for rehabilitation programs to 
fulfill their obligation to society i.e., proviie oppor- 
tunities for ail imj>aired individuals to develop their 
maximum pot iali ties , there must be a radical increase 
in creative efforts. 



MAGNITUDE OF THE PROBLEM 



The Number of Drinkers 



The G':act number of Americans who use alcoholic Leverages 
is not known. Estimates suggest that the percentage has 
been increasing steadily for at least a century. A 1965 
nationwide survey fCisin, 19^:n) by the Social Research Group 
of George Washir /*cn University, which was based on a 
weighted sample of 2, '^46 subjects, indicated that of 

all An^erican adults - 77% of the men and 60^ of the women - 
drink at least occasionally. And, while the projxDrtion of 
men drinkers in the adult population has remained about 
constant in the Jvast 20 years, the proj>ortion of women 
drinkers has risen. 
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Out of all adults, the suivey classed 56 % as 
infrequent to moderate drinkers ^.nd 12% as heavy drinkers* 
The „atter are not necessarily alcoholics, but they do 
include the problem drinker. They arc more apt to be 
men than v.'omen (at a ratio of four to one) and - compared 
to abstainers and moderate drinkers - are usually younger 
and wealthier, entertain more, go to church less, ana form 
closer friendships with fellow workers than with neighbors 

A 1963 survey found that the proportion of those who 
drink' at all was highest in the Middle Atlantic and New 
England status ana lowest among those over the age of 60, 
highest among Jews and Catholics and lowest among Baptists 
Drinking w»as reported by 79% of tfiosc who were single, 72% 
ol those who were ir.=^’*ried, 69% of those who were divorced, 
and 51 % of tho^ie who were widowed. For the widows ard 
Widowers, the low pei'centages may have more a reflection 
age than of marital status (Mulford, 1964). 

Regarding the relationship of drinking and alcoholism 
Keller (1958) says: 

Although drinking is not the same thing as 
alcoholism and not even the cause of alcoholism, 
drinking j^atterns and practices have their role 
in the problem. Aside fro!,> the fact that with- 
out drinking there could be no alcoholism, it 
must be borne in r.ind that the numbers who 
drink, as well as what, how much, and in what 
context they drink, can all decisively influ- 
ence both the rate of alcoholism and its 
:liuicai mani f cs tat ion . , , Tiie changes which 
have occurred in American drinking customs in 
the na:>t century }tavc had their repercussions 
in the incidence of alcoh.'lism, in the picture 
of the disorder as it presents itself to medi- 
cal and other observers, and in the frequenej' 
and variety of its concomitant diseases. Those 
conditions are still undergoing evolutionary 
changes (p, 8), 
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The Number of Alcoho lies 

According to the National Council on Alcoholism, 
alcoholism is currently considered the fourth major public 
health problem in the country and results in a billion 
dollar loss to industry ' each year. The estimated late of 
alcohoJism varies considerably from State f) State, and 
city to city. Hov;ever, it is evident that urban area^ 
have a higher rate than rural ones. Only a small portion 
of the alcoholic population is to be found on skid row, 
pGi^Iiapb* less than 10%, The Center oi Alcohol Studies at 
Rutgers Uni vers i ty periodically publishes statistics on 
alcohol consumption and alcoholism. According to their 
most recent figuroj there are an estimated 4.50 million 
alcoholics in the United States. Of ^hese, approximately, 
3.75 million are males (Keller, 1958). 



Concomitant Probl ems 

alcoholics are found in every level of society, and 
it has been estimated that more than 1,650,000 are currently 
employed in business and industry. This moans that approx- 
imately 3% of the working force is affcctea by drinking 
to the int that their employer suffers in cne way or 
an'^ ther • 

It is obvious that others suffer from the alcoholic’s 
situation besides the ’‘Icohclic himself and his employer. 

It has been est5rll^^ted that every alcoholic directly affects 
four or five other people. Those may include his family, 
friends, neighbors, business associates, employers, and 
others. Therefore, if ve want to Icok at the total number 
of persons affected by alcoholism in the United States, we 
Vfould have to expanr* considerably the 4.50 million rigure 
quoted above. A study relating to this as pec t of alcohol- 
ism was Cor due ted by P^iley (1967) in which she compared 
psychophys iologica 1 imjx'iirment in wives of alcoholics as 
related to their husband’s drinking and sobriety. In 
general, the least psychophys iological impairment was 
found in currently married women with sober husbands, in 
the better educated wives, and in a 1 -a non n embers. The 
evider^ce from this study suggests that although some wives 
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need for their husbands to drink and their mental hca^ 
will deteriorate if their husbands bcjin to recover, the 
majority ha-‘c the capacity to improve in emotional health 
along with their husbands. The study also indicated that 
wives divorced or separated from their husbands were likely 
to be improved^ 

Large numbers of problem drinkers are in contact with 
various helping agencies. While these persons often arc 
identified as problem drinkers, in many instances they 
receive little or no treatment for their drinking problems. 
The impact of problem drinkers on major Ar^erican care- 
giving agencies is illustrated by the ::ollowing statistics 
( PlfS Pub, 1452), In 1964 tnerc were slightly under 70^000 
first admissions of male patients to the nearly 300 State 
mental hospitals in the United States. Over 15,000 of 
these patients, approximately 22%, were given a dia_^nosis 
of alcoholism at the time of their admission. Among 
women patients the proportion with alcoholic diagnoses 
was much lower - only 5.6%. Because problem drinkers 
generally have a short duration of stay iri rental hos- 
pitals, the proportion of resident patients with alcoholic 
diagnoses is far lower - generally under 6 % of all pa- 
tients. Currently more patients arc admitted to psychiatric 
wards in general hospitals than to State mental hospitals. 
The proportion of these patients who are alcoholic is 
virtually identical Ic the figure for mental hospitals- 

Over 550,000 adult jiati.cnts are seen each year in 
general psychiatric clinics. While the proportion of 
these patients diagnosed as .'ilcoholics is relatively sm- vl 
{3% to 4%), tiic total number is between 15,000 and 25,000 
(Bahn, 1963). 

The imjiact of problem drinkers on the medical-surgical 
wards of general hospitals is illustrated by a study 
(Pearson, 1962) in which the extent of drinking problems 
among 100 consecutive male admissions to a general hos- 
j>ital was determined. No preselection was made in teins 
of the diagnosis of the |>atienls, and the hosjntal did not 
have j)sychialric service. The admitting physicians 
identified 12 of the 100 men as problem drinkers, and 17 
additional cases of probable alcoholism were uncovered by 
the reso«arnhcr, making a total of 29%. 
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Only a few studies have been made of the incidence of 
persons with drinking problems on welfare caseloads, and 
there is little information on the causal relation between 
problem drinking and welfare dependency . Problem drinking 
is found in a sizable proportion - estimates range from 
^0% to 25% - of the families of welfare recipients (Monthly 
K 2 port Bulletin, 1964). 



Many arrests involve alcohol-related offenses. The 
impact of problem drinking on the American police-legal 
system is graphically illustrated by the following fig- 
ures. In 1965, out of close to five million arrests in 
the United States for all offenses, over 1,535,000 v, “re 
for public drunlcenne^s (31%). In addition, there were 
over 250,000 arrests for driving while intoxicated. 

Another 490,000 individuals were charged with disorderly 
conduct which some communities use in lieu of the public 
drunkenness charge. Thus at least 40% of all arrests are 
for being drunk in a public place or being under the influ- 
ence while driving (Uniform Crime Reports, 1965). We do 
not have any information regarding the portion of identified 
alcoholics that need or who can profit from rehabilitation 
services. However, there is evidence that trea;ment pro- 
grams which include rehabilitr tion services are more 
effective than those which do not. Most alcoholics can be 
helped when comprehensive treatment programs are available. 



THE STATE AGENCY»S ROLE IN REHABILITmTION 
OF THE ALCOHOLIC 



The statistics cited above clearly indicate that in 
order to even begin meet ing the needs of t hi s populat ion 
of impaired individuals, state agencies must utilize all 
of the resources and creativity at their disjxjsal. In 
the spring of 1967 a questionnaire was directed to all 
general rehabilitation agencies regarding their work with 
alcoholics in FY 1965-66. Twenty-nine agencies responded 
The questionnaire and a summary of the resjxjnses are pre- 
s anted belcw* 
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Questionnaire Regarding Rehabi litation 
Services Provided Alcoholics : FY 1965^66 



1. FOR THE FISCAL YEAR 1965-66, PLEASE CITE THE NUMBER 
OF REFERRALS FROM THE AGENCIES LISTED BELOW: 



Ref erra 1 Source Number Percentage 



Courts or Judges 


17 


0.3% 


Probation or Parole 


44 


0.7 


General Hospitals 


245 


4.0 


Private Hospitals 


272 


5.0 


State Mental Institutions 


2,271 


39.0 


Industry or Employer 


45 


0.8 


Psychiatrists in Private 


633 


11.0 


Practice 


Other Physicians in Private 


33 


1.0 


Practice 


Ministers 


145 


2.0 


Department cl Public Health 


362 


6.0 


Welfare Departments (state 


1,521 


26.0 


and local) 


Alcoholic Information Centers 


143 


2.0 


Others, Not Elsewhere 


140 


2.0 


Classified 


Totals 


5,871 


100.0% 



2. HOW MANY CLIENTS WERE ACCEPTED FOR SERVICES XN THE 
FISCAL YEAR 1965-66 WITH A MEDICAL DIAGNOSIS OF 
ALCOHOLISM? 

(a) Alcoholism, 82^ (approximately) Nrl,586 

primary disability 

(b) Alcoholism, 18^ (approximately) N- 345 

secondary disability 




’A'} 



Total 



Nsl,931 
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3. PLEASE INDICATE BELOW THE '^CljOSEO STATUS” DATA FOR 
ALCOHOLICS FOR THE FISCAL YEAR, 1965-66: 

Closed Status 

Closed 

Closed Closed not Closed 
Referred Rehab, Rehab, Other 



Alcoholism; 

Primary disability 



47% 44% 6% 3% 

(.=912) (N=852) (N=107) (Nr68) 



Alcoholism: 40% 

Secondary disabi.ity (N=57) 



47% 10% 3% 

(N=68) (N=15) (N=4) 



4. DO YOU HAVE A FORMAL PROGRAM, FACILITY, OR SPECIAL 
COUNSELOR FOR SERVING THE ALCOHOLIC? 
yes 43% (N=10) no 57% (N=13) Total N=23 



5. DOES YOUR STATE OPER/UE A FACILITY FOR SERVICES TO 
AIXOHOLICS OTHER THAN UNTIER THE DI RECTI Q\ OF YOUR 
AGENCY? yes 70% (N-16) no 223 (N = 7) Total 1^ = 23 



6. DOES YOUR STATE HAVE A COMMISSION OR AN AGENCY DEVOTED 
TO ALCOHOLISM SERVICES? 

yes 77% (N=17) no 2 ^ (N-5) Total N = 22 



Since only a[>j roxinatcly 60% of the acjcncics rcs]K>ndcd 
to this cjucst ionnaite , it is difficult to make any conclu- 
sive interpretations. However, when we think in terms of 
4,5 million alcoholics in the United Slates, it is quite 
obvious that we arc barely scratchino the surface. It is 
interest iny to note that only 33% (N=l,931) of those alco- 
holics referred to report inq aucncios were accepted for 
services (.00042% of the total number of alcoholics). 

In the spring of 1968 a jK^stcard questionnaire was 
nailed to the 54 cjc-ncral rehabilitation ancncics (45 rc- 
sjxjndcd) soliciting their state jK)licics renardiruj 
]>rovidinn rehabilitation services to alcoholics. The 
results arc presented below; 
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Postcard Survey 



Questions 



Yes No 

Number Number 



1. Can a VR Client in your state 40 (89%) 5 (11%) 

be accepted for VR services 

with a primary disability of 
alcohol i sm? 

2. Do you have counselors in 22 (49%) 23 (51%) 

your state who specialize in 

\vorking primarily with alco- 
holics? 



3. Does your state agency 27 (60%) 18 (40%) 

formally particijxite in any 
type of treatment setting 
which specializes in treat- 
ing alcohol] sm? 

4* Do you utilize the category 29 (64%) 16 (36%) 

of Extended Evaluati on (6 
months ) in working with 
alcoholics? 



, I 



These results further indicate the lack of emphasis 
ard effort that rehabilitation agencies as a whole devote 
to the rehabilitatior^ of alcoholics. Jones (1967) in a 
recent discussion of this problem drew the following 
conclusions: 

Failure in rehabilitating the alcoholic 
client often results from the counselor’s not 
expecting the client to succeed* 

Why this dismal pros{>ect, which is 
communicated so clearly to the client? The 
best bet, in ttost cases: the counselor just 

doesn’t know how to help an alcoholic and, 
consequently, is afraid to really try. Thir. 
is one of several reasons why most State 
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vocational rehabilitation agencies have been 
reluctant to provide services for alcoholics. 

Federal and State requirements are such 
that it is necessary to produce a certain 
number cf ''successful" cases. There is no 
assurance that this can be done with alcoholics* 

As a result, counselors almost categorically 
exclude alcoholics from their caseloads. 

Administrative officers say they are not 
sure alcoholism constitutes a disability, or 
that eligibility requirements regarding a 
vocational handicap apply. These fears filter 
down to the counselor, to help him rationalize 
his not becoming involved with alcoholics. 

It is often assumed that rehabilitation of the alcoholic 
is prohibitively expensive. Recent statistics rublishod by 
the Department of Health, Education and Welfare (RSA) do not 
support this assumption (1968). The following costs are 
cited: 

1. The average cost of rehabilitating an individual 
d ring fiscal year 1967 with a disability other 
t.ian alcoholism was $505. 

2. Individuals rehabilitated with a primary diagnosis 
of alcoholism during the fiscal year 1967 was $361. 

The figures cited evidence the fact that there is only 
one other disability category (digestive system disorders) 
which costs less to rehabilitate than the alcoholic dis- 
ability group. With these facts, the reader is encouraged 
to carefully review the material presented in this report 
and to consider what can be dene to meet the needs of this 
challenging group of potential rehabilitation clients. 
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Chapter II 

DEFINITION AND CLASSIFICATION OF THE ALCOHOLIC 



Ihe diagnosis of '^alcoholism'' does not have generic 
meaning* In fact, it cannot since there is as much 
variance within a population of alcoholics as the popu- 
lation in general* The excessive consumption of alcohol 
is frequently the only common denominator. Also, there 
are many people who have a drinking problem that are not 
alcoholics. An example would be the man who had always 
been a light drinker, who is a good husband, father, and 
employee and who has never been more than slightly intox- 
icated. However, on one occasion he takes too many drinks, 
gets into his car, and runs over a pedestrian. Such an 
individual could not be properly classified as an alco- 
holic; nevertheless, he has to be considered to have been 
a problem drinker at that time. 

Foi the purposes of this report, the definition of 
alcoholism as approved by the American Medical Association 
was adopted. It is cited in Chapter I. Several other 
definitions have appeared in the literature and are offer- 
ed to p)int out the similarities and differences recognized 
by the various workers in the field of alcoholism. A sam- 
pling o/ these appears below; 

Any use of alcoholic beverages that causes 
damage to tho individual or society or both 
(Jellinek, 1960, p. 35). 

Alcoholism is a chronic disease or disorder 
of behavior, characterized by the repeated 
drinkiiQ of alcoholic beverages to an extent 
that exceeds customary dietary use or ordi- 
nary compliance with the social drinking 
customs of the community, and which inter- 
feres with the drinkeri; health, interpersonal 
relations or economic functioning (Keller, 

1958, p. 2). 
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Alcoholism is a chronic disease manifested by 
repeated implicative drinking so as to cause 
injury to the drinker ^s health or to his social 
or economic functioning (Keller, 1960, p. 133) . 

Alcoholics are those excessive drinkers whose 
dependence upon alcohol has attained such a 
degree that it shows a noticeable mental dis- 
turbance or an interference with their bodily 
and mental health, their inter-personal rela- 
tions, and their smooth social and economic 
functioning ; or who show the prodromal signs 
of such development (World Health Organization, 
1966). 



CLA.SSIFICATION OF THE ALCOHOLIC 



An adequate operational classification system of 
alcoholics would be of considerable benefit to lay and 
professional people in accelerating the process of case 
finding, diagnosis, treatinmit , arriving at a prognosis, 
and eventually the rehabilitation of the alcoholic. The 
multifaceted nature of the problem has hindered the de- 
velopment of a refined and highly reliable system. Of 
historical interest is E. M. Jellinek (1960, p. 35) and 
the manner in which he dealt with the problem in his 
book entitled T /^e Di s ease Concept of Alcohol ism . He stated 
that there is no single ’^alcoholism” but many different 
"alcoholisms.” The follCTving is Jellinek’s classification 
of "alcoholisms": 

^ipha Alcoholi sm - represents a purely 
psychological continual dependence or 
reliance upon the effect of alcohol to 
relieve bodily or emotional pain* The 
drinking is "undisciplined" in the sense 
that it contravenes such rules as society 
tacitly agrees upon « such as tine, occa- 
sion, locale, amount, and effect of 
drinking - but does not lead to loss of 
contr ol or inabi 1 i ty to abstain . There 
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may be interference with the family 
budget, occasional absenteeism from 
work and decreased productivity and 
some of the disturbances due to with- 
drawal of alcohol. Nor are there any 
signs of ^ progressive pro c es s , 

Beta Alcoholism - is that species of 
alcoholism in which such alcohol com- 
plicat ions as polyneurop>athy , gastritis, 
and cirrhosis of the liver may occur 
without either fihysical and psychological 
dependence upon alcohol. The incentive 
to the heavy drinking that leads to such 
complications may be the curtoms of a 
certain social group in conjunction with 
poor nutritional habits. The damage in 
this instance is of course the nutri- 
tional deficiency diseases, but impaired 
family budget and lowered productivity 
as well as a curtailed life span may also 
occur , Wi thdrawa 1 symptoms , on the other 
hand, do not emerge. 

Beta Alcoholism may develop into gamma 
or delta alcoholism, but such a tran- 
sition is less likely than in the 
instance of alpha alcoholism, 

3, Gamma A Icohol ism - is ajiparer - / tt<e 
predominating species of , cc< .lism in 
the United States and Canada, as well 
as in other Anglo-Saxcn countries. It 
is what Alcoholics Anonymous recognize 
as a Icoho li sm to the cxc lusion of all 
other species , 

Gamma Alcoholism means that specie*^ of 
alcoholism in which (1) acquired in- 
creased tissue tolerance \o alcchol, 

(2) adaptive cell metabolism, (3) with- 
drawal symptoms and ’’craving’ i,o,, 
physical dependence, and (4) loss of 
control aro involved. In ganna alcoholism 
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there is a definite progression from 
psychological to physical dependence 
and marked behavior changes. Alpha 
and beta alcoholism may develop under 
given conditions into gamma alcoholism . 

This species produces the greatest and 
most serious kinds of daonage. The loss 
of control, of course, impairs inter- 
personal relations to the highest degree. 

Ire damage to health in general and to 
financial and social standing are also 
more prominr nt than in other species of 
alcoholism . 

4. Delt a Alcoholism - shows the first three 
characteristics of gamma alcoholism as 
well as a less marked form of the fourth 
characteristic - that is, instead of 
loss of control, there is inability to 
abstain. In contrast to gamma alcoholism, 
there is no ability to '^go on the water 
wagon" for oven a day or two without man- 
ifestation of withdrawal; the ability to 
control the amount of intake on any given 
occasion, however remains intact. The 
incentive to hig'i intake may be found in 
the general acreptarco of the society to 
which the drinker belongs. 

According to Jellinek, we in /tmerica are primarily concerned 
with treating the gamma a Icoho lie which he considers the 
most difficult if all to treat and the most damaging to the 
individual and society if untreated. The gamma and della 
types arc the or.ly two types of alcoholism he considers to 
have all I he characteristics of a dise«ase. Th^' following 
chart illustrates the phases 'f addiction to recovery: 
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Reprinted from the British Journal of Addiction , 54 (2). 
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The symptoms shown by a person with alcoholism will not 
necessarily occur in the sequence sho\m. The phases of 
recovery may commerce at any poinv on the continuum. 

Dr. Vernelle Fox, Medical Director of the Georgian 
Clinic in Atlanta, Georgia, assisted by Dr. George Lowe, 
University of Georgia, Department of Sociology, has 
developed a different type of classification scheme based 
on their experience (1968). Doctors Fox and Lowe have 
attempted to deal more with the causative factors as 
opposed to emphasis on the symptoms. The majority of the 
alcoholics classified under their system could be con- 
sidered "gaT,ma alcoholics" in Jellinek's scheme. Doctors 
Fox and Lowe feel that most of the alcoholics they see fit 
one of the follo^ying five categories: 

I. situational Drinkers (rare in civilian life), 
i . e • , people in the military. 

II, Drinking, addictive or non-addictive, as a 
means of compensating fori 

A. Mental retardation. 

B. Organic brain damage. 

C. Gross social deprivation. 

D. Severe psychosis. 

III. BiolooTcal Ab reactor's (abnormal metabolism of 
alcohol - piobablv not frequently seen in 
voca t i on a 1 r ehabi li Tati on office). 

IV. Addictive drinking oecause of gross role changes, 
i.e., divorce or wife dying, 

V. Addictive drinking as a means of adjusting 

(his personality and patterns of relating) to: 

A. Immature personality - unable to relate 
effectively to own age group. 

B, Hostile-dependent jM^rsonal ity 

1, Anressive - predominantly agressive in 
relating to others. 
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2, Passive - predominantly passive in 
relating to others. 

C* Depression 

1, Chronic - is depressed most of the 
time. 

2. Cyclic - periodic cycles of depression. 

D. Anxiety 

1, Chronic - is anxious most of the time. 

2, Cyclic - periodic cycles of extreme 
t ens ion . 

Some degree of brain damage may be present in any or 
all of these categories. The authors feel that most of 
these are reversible with appropriate treatment. However, 
they also recognize that some are not. 

The American Psychiatric Associa<*on has recently 
revised their Diagnostic and Statistical Manual of Mental 
Disorders (1968). The new revision provides for a clearer 
delineation of diagnoses of drinking problems and should 
facilitate accumulation of research data and prognosis for 
treatment. The new classification is as follows: 

303 Alcoholism 

This category is for patients whose 
alcohol intake is great enough to damage 
their personal or social functioning, or 
when it has become ^ prerequisite to normal 
functioning. If the alcoholism is due to 
another mental disorder, both diagnoses 
should be made. The following types of 
alcoholism are recognized: 

303.0 Episodic excessive drinking 

If alcoholism is present and the 
individual becomes intoxicated as frequently 
as four times a year, the condition should 
be classified here. Intoxication is de- 
fined as a state in which the individual's 
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coordination or speech is definitely 
impaired or his behavior is clearly altered. 

303.1 Habitual excessive drinking 

This diagnosis is given to persons who 
are alcoholic and who either become intoxi- 
cated more than 12 times a year or are 
recognizably under the influence of alcohol 
more than once a week, even though not 
intoxicat ed . 

303.2 Alcohol addiction 

This condition should be diagnosed 
when there is direct or strong presumptive 
evidence that the patient is dependent on 
alcohol. If availc^ble, the best direct 
evidence of such dependence is the appear- 
ance of withdrawal symptoms. The inability 
of the patient to go one day without drink- 
ing is presurriptive evidence. When heavy 
drinking continues for three months or more, 
it is reasonable to presume addiction to 
alcohol has been established. 



SUMMApy 



Obviously, these are gross classification systems, 
and the lines are never very clear-cut. For example, all 
patients manifest anxiety and/or depression at one time 
or another. These categories are meant to give only broad 
concepts of the appropriate treatment attitude and expec- 
tation of outcome. Since the etiology and epidemiology of 
this group of disabilities are not yet known, it is imper- 
ative that the rehabilitation counselor evaluate each 
client in terns of the assets and liabilities the person 
brings with him, the C'^unselor’s potential assets, and 
sources of help that can be mobilized in each particular 
s i tua t ion . 
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Chapter III 



THE NEEDS OF THE ALCOHOLIC 



Dr. Vernelle Fox is Medical Director of 
the Georgian Clinic in Atlanta, Georgia. This 
facility specializes in treating the alcoholic 
utilizing the therapeutic community approach. 
In this chapter, she discusses those problems 
and special needs presented by the person suf- 
fering from alcohol addiction and the barriers 
which often ouscure an adequate understanding 
of the disability. Dr. Fox emphasizes that a 
clear understanding of the special needs of 
the alcoholic is mandatory if successful reha- 
bilitation is to be accomplished. 



Addiction, physical and/or psychological , to alcohol 
and/or sedatives is a medical disease that can occur in all 
kinds of people. Very little has been learned about the 
physiological mechanism of ^'loss of tolerance,'* but early 
evidence points to a process not too dissimilar to diabetes. 
While the ''missing link" is not insulin and the primary 
site not the pancreas, the principle is probably the s ?ime 
It is likely that liver alcohol dihyd^ogenase and the liver 
are most involved. Theoretically, a certain percent of 
people will lose their ability to correctly metabolize 
alcohol after sufficient exposure. If the diabetic model 
is correct, the amount of exposure needed to precipitate 
clinical symptomatology will vary appreciably. 



Once the individual has lost his tolerance for and 
ability to adequately metabolize alcohol, the stage is 
set for a wide range cf medical complications, nutritional 
deficiencies, et cetera. 



The basic physiological disease is greatly complicated 
and confused by the ambivalence in our society about drink- 
ing. This ambivalence and resulting judgmental attitudes 
set the stage for denial of disability and rapidly in^^reas- 
ing interpersonal struggles, both of which contribute to 
prolonging the illness. Unfortunately, as previously staled, 
addiction occurs in all kinds of people. Some are fairly 







24 



well integrated, socially and economically stable, and 
motivated to be healthy. For these patients, medical 
treatment with some continuing support may be enough. 

The major problems arise when the addiction occurs in 
individuals who are disturbed in any or all related 
areas* Special continuing difficulties can be expected 
if the individual has a need to remain sick* 

So it i i of utmost importance to look at "what kind 
of person" has developed alcohol addiction in order to 
know what will be necessary to help him i*chieve and main- 
tain an improved state of health* 

The questions are often appropriately asked, "What 
is the difference in the needs of these clients and the 
requirements for adequate services for the alcoholic and 
other disturbed patients?" "Why can^t they be treated in 
the same program as ovher adult psychiatric patients?" 
There are many similarities between these groups of pa- 
tients, but alcoholics have very specific needs that 
necessitate special approaches if treatment is to be 
effective. The following chart outlines these needs. 
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PROBLEMS 

What is unique abou t the alcoholic ? 

1. Diinking is his solution to his disabilit}'. 

2. Medical complications usually present. 

3. Uses drinking behavior to hide primary disability. 

4. Has ambivalence about commitment to life or death# 

NEEDS 

What are the special servic es needed by the alcoholic ? 

1,. Continuously available peer or reference group. 

2. Medical management of acute and chronic disabilities- 

3. Awareness of tK^ xact that he uses drinking behavior 
to hide primary disability. 

4. Help in facing up to his lack of commitment to life 
or death# 



BARRIERS 

What are the barriers to providing thes e services ? 

1. Society's ambivalence about drinking. 

2# Lack of know-how in using existing treatment aids. 

3. Previous poor experiences associated with alcoholics 
and lack of awareness that drinking behavior is being 
used to hide primary disability, 

4# Pressure for production on rehabi 1 i tat ion counselor s 
and other helpers# 



The person with alcoholism differs from other disturbed 
clients in four major ways , and these dictate the special 
services needed and give us the clues to the barriers to 
providing these services. The meanings of many of these 
concepts are obvious; others need some elaboration. 

Problem 1. Drinking his solution to hi s disabili ty . 

His consumption of alcoholic beverages and/or 
other mind modifying chemicals is not drinking 
in the usual concept# It is his attempt to 
compensate for his primary psychological dis- 
ability. He is caught up in a destructive 
pattern of self-medication. He swallows these 
various chemicals in an attempt to relieve the 
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Need 1 . 
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symptoms, anxiety and/cr depression, created 
by his primary disability. He is a fragmented 
person and develops an identity as a drinking 
problem. In most instances, this mechanism, 
even with its problems and unhappy side effects, 
is, from his viewpoint, the only conceivable 
solution. He sees only three choices - go 
crazy, commit suicide, or get drunk. If these 
were, in fact, his only choices, he lias made a 
wise decision. The difficulty is that this 
compensatory mechanism breaks down eventually. 

He usually seeks help at this lime. The 
manner in which ho presents his need may well 
be so ambiguous that the rehabilitation coun- 
selor will not get the true message. He 
frequently refers only to his ’’nerves," his 
job problems, home situation, et cetera. He 
is not likely simply to state that he has been 
drinking addictivcAy as a means of adjustment. 

Cont inuou s ly avai labl e peer o_r refer ence group . 
His special need to combat this manifestation 
of his illness is a continuously available 
reference g*:oup. By this, we mean a peer 
group with v;hom he can begin to identify. 

Having established an identity as a drinking 
problem and knowing only one v/ay (the consump- 
tion of chemicals) to haadle his discomfort 
presents a major hurdle from the beginning, 

1 1 is well established that jxjople learn better 
from their peers rather than their authority 
figures, and it seems unrealistic for the reha- 
bilitation counselor to try to work with this 
client without ihe help of a reference grcuji. 
Recovery from calcoholism is always a long, 
slow (several years) re-learning process; and 
the individual will have repeatedly rechcck 
his new identity as a person witli problems, 
struggling to live without sedative chemicals. 
Many such reference g’.oups are available. 

Almost every cormunity ^las an active Alcoholics 
Anon>T5oui group within commuting distance from 
the average client. It may take a little effort 
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on the part of the counselor to get the 
patient in touch wi *^h an appropriate sponsor, 
and he nay even have to tike him to some 
meetings. Also, in many commuri i t i es , there 
are clinics, rehabilitation residences, and 
other organized services that provide these 
peer groups. On the surface, this may not 
seem to be ^ valid function for rehabilitation 
counselors , but this relatively small amount 
of effort can conserve vast amounts of energy 
in opeiiing and closing cases as well as ’’follow- 
up*' concerns. 

Barrier 1. Soc i cty ^ s ambiva Icncc abc»u t dr ink i ng . 

What is the major difficulty in utilizing 
available reference groups? It is the prev- 
alent ambivalence in our society regarding 
drinking! Our mixed feelings regarding the 
'^good or bad" of drinking per so, as well as 
our lack of awareness that addiction is quite 
different from social drinking, make us dis- 
regard the length of time tha^ is necessary 
for these clients to become stabilized in a 
new way of life. We arc quite inclined to 
fall for the idea that if the alcoholic stops 
drinking, this solves all his problems. Wlien 
speakinci of society’s ambivalence about drink- 
ing, it is necessary to remember that reha- 
bilitation staff members froP\ top to bottom 
arc members of society. They were people v/vth 
all of these ambivalences lor.g before they 
became associated with the r ehabi 1 i t a t i on 
progr»‘'ms. It behooves the j)eople of any pro- 
gram that professes to work with addictive 
drinkers to take an honest look at their own 
abi lity to see the person behind the bot tie 
as ivell as the fact that the effects of alcohol 
arc different physiological ly and psychologically 
in this grouj) than in other }>cople. 

f’roblen 2. Medic a 1 conpl ications usual ly present . 

Almost without exception, the indi .idual has 
dcveloj)cd nodical conj>l ica t ions by the line 
he seeks help. This is not true for most other 
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Need 2. 



Barrier 



clients with psychiatric disabili ties . Some 
people who matiifest medical complications of 
alcoholism react abnormally to alcohol from 
the beginning. They become quite ill follow- 
ing the ingesticn of relatively small amounts 
of the chemical. Frequently, their medical 
disabilities are indistinguishable from those 
produced by the ingestion of huge amounts 
taken ower long perio is of time* 



Medical management of acute and chroni c 
di sabi 1 i t i es . 

It is important to view the patient's medical 
disability, nDt necessarily his drinking his- 
tory alone, to provide adequate medical 

management for all disabilities found* More 
is said about this ii Chapter V of this ref>ort; 
however, acute and chronic detoxification and 
the treatment of all allied disabilities is the 
essential first step in services to these clients 



2 . L ack o f know-how i n us i nq existing \ rea tmen t 
aids . 

\<hy should the most obvious and, frequently, 
mos t obtainable portion of a rehab i 1 f. tat ion 
program for this group be a problem? There 
are two major reasons* In trying to grasp 
the broadness of this illness, we are inclined 
to look to the behavioral sciences for expla- 
nations. UTrile these are most useful in our 
understanding of the total problem, they 
usually do not include consideration of the 
physical disabilities. Behavioral sciences 
tend to see only th drinking behavior* This, 
added to our own ambivalence about drinking, 
tends to prevent us from looking for the purely 
medical aspects of the client's problem. If 
we arc not looking at this f>art of his dis- 
ability, we do not seek out these sources of 
help for him. A great deal more in technical 
knowledge and potential services are available 
in various communities than are utilized* The 
rehabilitation counselor is in a more unique 
l»ojition to ’’require” diagnostic and therapeutic 
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Problem 3 



Need 3. 
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services than are members of most other helping 
professions. If the rehabilitation counselor 
requests certain physical and laboratory exam- 
inations for clients from their physicians, 
the information will likely become available 
(see Chapter VI ) . 



Uses dr inking behavior to hide primary 
di sabi li ty . 

The addictive drinker uses his drinking 
behavior to hide his primary disabili ty in 
many cases. It is not only easier for the 
client and those around him to see his drink- 
ing behavior, it is also much less threatening. 
They have all learned some means of coping with 
this behavior. This coping mechanism may be 
quite disabling and unsatisfactory, but at 
least it is familiar. The underlying physical 
and/or psychological problems arfr vague and 
frightening. People’s need to comprehend 
things and fix responsibility for results 
perpetuates this oversimplification. 



Awareness of the fac t that he uses drinking 
behavior to hide pr imary disability . 

The special need in this area is for the 
rehabilitation counselor to be aware of the 
fact that this is a complex illness and that 
everything will not automatically "be all 
right” if the alcoholic stops drinking. While 
abstinence is the essential first step in the 
alcoholic’s recovery, it is only the beginning. 
It takes a well-worked out, long-ranne, flexible 
plan to correct medical problems, sup;x>rt the 
individual’s motivation for health, help him 
develop new jvat terns of adjustment, and re- 
establish communications with the significant 
people around him. 
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Barrier 3. Previous poor exper ienc es associated v ;i th 

alcoliolics and lack of awar eness that drinking 
behavior i s being used to hide primary 
di sal i 1 i ty . 

These ne ds are met with a greater degree of 
frequency for other chronic disability groups. 

The techniques and services needed are often 
modifications v f ones already used by expe- 
rienced counselors* What precludes their 
delivery to this target group? One of the most 
likely explanations is the counselor’s previous 
poor experience in working with alcoholics. If 
he has failed to see the complexity of the j>rob- 
len , been caught by the client’s ability to 
fragment all help offered him, and expected 
rapid and almost miraculous results because the 
individual got sober, he has been disappointed 
and frustrated. Having failed to really rec- 
ognize that the drinking behavior is a mask for 
the underlying disability, we have had unrealistic 
expectations which result in frequent failures. 
This sets a negative climate for working with 
the next client. 



Problem 4. Ha s ambiva 1 enc e abou t commitment to life or 
deat h . 

Behind all these special problems and needs of 
the addictive drinker is his most unique 
difference. He has an ambivalent commitment 
both to life and to death. The vast majority 
of people in helping professions are fairly 
well integrated, committed to living, and find 
this concept difficult to comprehend. It is 
easier to understand an individual who is 
basically committed to death. His behavior is 
consistently self -dest ruct ive. The person with 
alcoholism does not have this cons^ stence. His 
manifest drive is toward health at cne time and 
toward sickness at another. Initially, he is 
quite unaware of this ambivalence and quite 
incapable of understanding his own changing 

He is not lying when he says he will 
that again." At the tine, he 



behavior . 
"never do 
coFLmi 1 1 ed 



to livinn and feels this. He 
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Need 4 . 



unaware that this commitnent 
that he will ultimately have 
desire to retreat from life, 
behavior will be dictated by 
impulses • 



is not lasting, 
an even stronger 
and that his 
these destruc t ive 



in fac i ng up to his lack of commi tment to 
life or death . 

His special need in this area is to help 
recognize this ambivalence in order for him 
to be more able to control his solf-dest rue t ive 
periods. To accomplish this, he needs someone 
outside himself who is capable and willing to 
be sup|)or tive, i.e., a continuing fol low-up 
relationship with his counselor. It also 
speaks to the futility of expecting a prosthesis 
or a training experience alone to solve the 
problem. 



Barrier 4. Pressure for pr oduc t ion on r ehabi 1 i t a t ion 
counselor s and other helpers . 

This is a time-consuming process that does not 
lend itself to '^quick closures.^' If rehabil- 
itation programs are to provide meaningful 
services to this complex disability group, it 
will be necessary for the individual counselors 
to take all these factors into careful con- 
sideration. It will be even more necessary for 
suj)ervisors and agencies to re-evaluate their 
expectations of the counselors working with 
these clients. Standards should be set as to 
numbers on case loads i time of closures, etc., 
tha* lake into account the true nature of this 
disability, and the services needed to combat 
i t . 
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ELIGIBILITY AND FEASIBILITY CONSIDERATIONS 



Eligibility and feasibility considerations are of 
special importance when considering alcoholic clients. 

The requirements for acceptance for services can usually 
be interpreted broadly enough to provide services or so 
stringently as to exclude services to this disability 
group. The ultimate decision is usually left to the 
counselor's discretion and his interpretation of program 
regulat ions . 

Before accepting any applicant for service, the 
rehabilitation counseloi is required to establish that: 

1. The individual has a physical or mental disability. 

2. A substantial handicap to employment exists* 

3. There is a reasonable expectation that rehabilitation 
services may render the individual fit to engage in 

a gainful occupation. 

The third criterion is concerned primarily with vocat ional 
prognosis. Rehabilitation agencies exist, '^to assist per- 
sonally and economically dependent individuals with 
impairments (physical, mental, emotional, educational, 
cultural, etc.) in the achievement of the highest level 
of personal and economic independence possible. This 
docs not mean that it must be determined that every appli- 
cant will eventually be able to work on a full-time job. 

It does mean that improvement in ability to function is a 
goal of the State rehabilitation agency and that services 
are offered in order to assist impaired individuals in 
their efforts to attain the highest possible level of 
independence. 

A few reasonable questions to ask in regard to the 
prospective alcoholic client would be: 

1. ”Is this person feasible for rehabilitation 
services? ' 

2. ”Will he be able to profit from services rendered?^' 

♦ Porter, T* Speech delivered at IRS, 1968 Workshop on 
Rehabilitation of the Alcoholic, Athens, Georgia, 

October 25, 1967, 
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^'Can he participate in a rehabilitation prograin 
that places emphasis on his vocational potential, •. 
and, Irf he does, is there at least a fair chance 
that the end result will be a productive person 
who receives personal and economic benefit from 
his avn productivity?" 



A man may be too disabled to be eligible for 
rehabilitation services, or he may not be disabled enough 
to be eligible# The rehabilitation counselor must determine 
the eligibility of each applicant; and once he determines 
that a substantial handicap for cimployment exists, his next 
task is to decide whether or not the barrier that lies 
between the applicant and employment can be removed or 
markedly reduced. This latter task is often referred to 
as "determination of feasibility." 



Leqa 1 Cons i derat ions 

Current Federal Regulations (1966) emphasize that 
"no group of individuals shall be excluded or found inel- 
igible on the basis of their type disability (Section 401.20)#" 
Therefore, it is clear that medically diagnosed alcoholics do 
in fact meet the first criterion for eligibility, i.e., 

"the presence of a physical or mental disability." 

Alcoholism or Pr obi e m Drinking ? 

Social stigma and legal considerations often preclude 
physicians^ use of the diagnosis of "alcoholism." The 
diagnosis of "problem drinker" or "excessive drinker" is 
frequently substituted by the consulting physician. For 
the rehabilitation counselor, this procedure frequently 
confuses the question of eligibility. In reference to 
this question, Mr. William A. Crunk, Associate Regional 
Commissioner for Rehabilitation Services, offers the 
following interpretation of the Federal Regulations: 

The individual (alcoholic oi problem 
drinker by diagnosis) whose drinking was sub- 
stant#illy interfering with his work or in the 
counselor’s judgement would lead to substantial 
Work interference would, therefore, have an 
injviiirncnt and would meet the first criteria 
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of eligibility. The question remaining then 
to be resolved is: Does he have a medical 

impairment which may be certified by a phy- 
sician or does he have a behavioral disorder 
which additionally requires validation by a 
psychiatrist or psychologist? On technical 
professional questions of this sort auditors 
will not challenge the counselor's judgement 
as long as it renains within reason. There 
is a broad continuous spectrum between what 
might be called medical and what might be 
termed behavioral impairment in individuals 
Who are troubled with alcohol, and auditors 
will allow wide flexibility as to where the 
line should be dra\*fn. 

I would favor promoting very substantial 
flexibility to be exercised by the counselor 
so th-xt his judgement as to whether psychiatric 
or psychological consultation is needed is an 
important consideration in classifying the 
case. A well-informed counselor who takes a 
careful history will do better than any for- 
mula we can develop for choosing which person 
should be classified as an addicted alcoholic 
or one with a behavioral disorder and seen by 
a jisychiat ri s t or psychologist. The exact terms 
as used by the physiciai^ can safely be disre- 
garded as a Federal audit factor. 

Therefore, as you can see from the 
foregoing, this office does not feel that we 
have either a legal or an audit question 
regarding the actual diagnosis given by a 
physician, provided that the sum total of the 
diagnostic information including the counsel- 
or’s case history indicates that We have an 
addicted alcoholic. I mention the behavioral 
disorder as an eligibility factor only for 
those cases w+ierc there is substantive ques- 
tions as to addiction or not* In my judgement, 
many of these would be eligible because of 
beiiavioral disorders. 
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With many applicants, the question of feasibility is 
not too difficult to answer. If a man can't work because 
of a physical impairment, the limitation can be rej>aired; 
and, generally, there is good reason to believe that the 
man will be able to return to work following surgery and 
a period of convalescence.. In many cases where physical 
restoration services are needed, the medical specialists 
involved can usually predict when the client can return 
to work. Some illnesses, diseases, and disabilities lend 
themselves very readily to objective examination. 

As rehabilitation counselors began to work with the 
emotionally ill individuals, certain changes in client 
evaluation became necessary. The person himself, rather 
than some injured portion of that person, became the pri- 
mary object of the evaluation. The effect of that person 
on other people and their effect on him should be recorded 
in case histories as significant information. Counselors 
began to rely more on their own impressions and reactions 
to their clients. These feelings about alcoholic clients 
are important in evaluating the client’s over-all limita- 
tions, strengths, capacity to respond to helping services, 
and ability to participate in their ow*n rehabilitation. 
Accordingly, it is important that counselors examine them - 
selves and their own limitations and strengths more 
carefully, for their personal feelings about their clients 
are of importance in evaluating these people. 

IsTiat is different about the alcoholic? UTiat makes 
his evaluation difficult to the lx>int of requiring a 
special study such as this one? Here are a few of the 
reasons why feasibility determination for alcoholics is 
particularly troublesome: 

’He*’ i s not one , bu t many . 

Physical and/or emotional addiction to alcohol is 
found in all kinds of people. Alcoholics are dif- 
ferent from one another. A counselor may feel that 
he has some understanding of the alcoholic he saw 
last week, bui the woman sitting in front of him 
now just isn't the same. Those in treatment centers 
say there is no such thing as "alcoholism" and talk 
about the many "a Icoh.o 1 i sms . " Alcoholics present 
themselves to other people in many ways and have 
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myriad reasons why they drink* Their own proposed 
solutions to their addictions are equally diverse, 
and the counselor who attempts to use a single 
evaluation theory or approach is going to meet 
considerable f rust rat ion * 

2, Loss of ability to coreiiunicat e meaningfull y with 
other people « 

Since alcohol is frequently the alcoholic's most 
effective way of "saying" something to people 
around him and of relieving the J>ain caused in 
part by lack of meaningful communication, he 
suffers from his lack of ability to "get through" 
to others* Like a musical instrument capable of 
producing only one monotonous sound, he becomes 
difficult to listen to. At the same time, he 
comes to expect only limited communication from 
others. Many have a ponderous amount of advice 
to give him; but since much of it came in the form 
of sterile words without any sharing of the advisor's 
self , he has learned to "tune-out" this kind of 
help. It is difficult for him to imagine anyone 
who can hear his pain without anxiously responding 
with prefabricated answers and solutions. Typically, 
he doesn't trust people; and he seemingly is more 
concerned with "getting something from them" than 
in genuinely relating to them. His ability to par- 
ticipate in mutual sharing with other persons is 
severely impaired. It is difficult to evaluate a 
man who cannot hear with meaning. 

li£ often i s found in the midst of ^ variety of 
crises which must be dealt with before the 
evaluator can begin t p know the alcoholic himself . 
Generally his teeth have been ignored for years 
and made worse bv an inadequate diet. He needs 
dental attention before he can concentrate on 
other needs or on what the counselor is saying. 

Mis children need help and that has to core first. 

He has lost his driver's license and can't Keep 
his apix>i ntnen ts with any r egular i ty * . . and how 
can he return to sales work without a driver's 
license? s wife is divorcing him, and he susjiects 
she is running around with another man. He tries 
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to direct all of his energy toward holding his 
family together. Ke is due in court next week due 
\o a property damage sviit , and he may go to jail* 

His creditors are *'ganging-up" on him, and he has 
to find some way lo satisfy them immediately. 

Into these problems steps the r ehabi litation 
counselor l\s a ’’helping'^ person. Is it any sur- 
prise that those who work intensively with alcoholics 
usually do so as a team and try to discourage any 
counselor from working with an alcoholic only on a 
one-to-one basis? Any one person can be overwhelmed 
by the many acute needs of the alcoholic. 

^ is. Qii unreal i Stic in assessing his own 

aptitudes an^. ski 11s and in setting suitabl e 
goals for himself ; yet , in spite of this , he 
tends lo "know what he wants " and to be very 
per sua s ive i n se 1 ling his own distort ed appr a i s al 
of himself to other s . 

An alcoholic's picture of himself as an able 
workman, a good employee ("when I'm sober!"}, is 
one of the last distorted images he relinquishes. 

In giving his work history, he may proudly state 
that he has never been fired but neglects to men- 
tion the times he quit just before being fired or 
the times he was retained by a patient employer 
when he should have been fired. 

A great many alcoholics bring only one of two 
commonly heard r eques t s to a r ehabi 1: a t i on 

counselor: (1) help me to get a job and (2) 

h?lp me to get training. The applicant makes 
these rc<juests quite firmly and expects the 
counselor to either say yes or no immediately. 

Any attempt on the counselor's part to evaluate 
such requests against the applicant's social, 
educational, medical, and work background is apt 
to be met with bewilderment or anger. 

Frequently, a t tempt s by the counselor xo "get to 
know" the applicant, to simply "be" with him over 
a p)criod of time, nay be perceived as a threat or 
an irrelevant and unnecessary waste of tine. He 
knows what he wants "if the counselor Would only 
listen." 
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liS. is impat i ent , s eeks immediate r ev/a r d s for s 
efforts, and i s uncomfortable with long-^t crn goal s . 
He not only knovjr what he wants, he knows he wants 
it now! When the alcoholic begins to try to live 
without alcohol, he usually doesn^t simultaneous ly 
give up his need for quick solutions. He may not 
S'^e that his addiction is not only to alcohol but 
to easy answers as well. In fact in giving up 
alcohol his attention may be drawn even more acutely 
to other needs , and he m'^y honestly feel that these 
other needs must be satisfied without delay if he 
is to remain sober. He will have great difficulty 
understanding why people do not respond immediately 
when he makes a ’'sober'* request. The amount of 
pressure that such an applicant can put on a coun- 
selor can be appreciated only by those who have 
encountered this force. It can be extremely effec- 
tive in producing one of two results (1) in making 
the counselor give what is being requested without 
j)roper evaluation or (2) in causing the counselor 
to reject the request and the client entirely. 

6. can ^ par t icular ly adept in his use of ^' deni al 

of r eali ty ** as ^ defer^se against pain and as an 
i nstrument by w hich he avoids meani ngf ul cont ac t 
w ith people . 

For example, I:e may have convinced himself that all 
he has to do is s top drinking and everything will 
be rectified. All of the various hurts he has 
inflicted and received will be healed, and his life 
will £ lap back to normal again automatically with 
sobriety. Denial works to prevent his seeing just 
how much damage has really been done and how much 
emotional sweat it will take to restore things to 
normalcy. Deni.al is present in the sol f-conf ident 
renunciation of alcohol by the ''onc-week- sober 
alcoholic,” who knows that he will never drink 
again. Then, there is the client who denies that 
he has ever had or will ever have a serious problem 
with alcohol even though his life is full of evi- 
dence pointing to his unconlrollriilc d- inking. Such 
denial isolates the person and se^varates him from 
people who night be of help in his rehabilitation. 

It is difficult to relate to a person in need who 




‘a 



- 40 - 



camiot express his loneline.is and pain. Sorfie 
clients admit freely that they are an alcoholic 
and that because they are and the counselor is 
not, there can be no real rapport between them. 
The idea that, ''It takes an alcoholic to help an 
alcoholic, ’’ is a popular expression among this 
group. In some cases this view is held so tena- 
ciously that there appears to be a rejection of 
all others; alcoholism becomes a cult. That is, 
the alcoholic denies that he has anything mean- 
ingful in common with non-alcoholics. Many such 
persons are able to stay sober and lead useful 
lives within their relatively closed society of 
alcoholics. But, as with the others who rely 
heavily on the defense of denial, it is extremely 
difficult to evaluate them for rehabilitation 
services. The defense that protects them from 
an over load of f>a i n "protects " them al so from 
certain structured forms of help, such as the 
public agency with its policies, procedures, and 
formal evaluations. 

7 . Uis level of functioning i s not congruent w ith 
his j:K>t cntial as measur ed ^ psychomet r ic 
instruments . 

It is not uncommon for trained and experienced 
professionals to be misled by the apparent abil- 
ities of an alcoholic. This particularly is 
true if he is physically attractive, talks rather 
freely and spontaneously, and has a considerable 
amount of person«il warmth. It is generally 
accepted that these clients tend to be unusually 
adept in their ability to manipulate peoj>l e and 
to "have their way" in their relations with 
other i>eople. Unfortunately, t^is manipulative 
skills often succeed in accjuiring for him those 
objects, situations, and relationships, that 
tend to destroy him rather ttian help him. 

It is imjxDrtant for those prof cssi.onal persons 
who attempt to evaluate this client to remember 
that his functional intelligence may be less 
than it is retx>rted or appears to be. Many 
addicted persons have riot had substantial 
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vocational training# There arc gaps in their 
training that leaves then relatively insecure 
vocationally and vulnerable in a changing world 
of work. It is important that the client rec- 
ognize his vocational inadequacies and seek 
realistic solutions to his job problems rather 
than pretend to be ready for Cimployment. 

Of course, there are some alcoholics who are as 
skilled as they appear to be and who may need 
only a period of sobriety before returning to 
employment. This is precisely the problem: It 

is usually not easy to determine in a short 
period of time whether the client's presentation 
of himself is the real self or a facade. Mis 
expressed desire to ''get sober and get back to 
work as soon as possible’^ may sound like good 
motivation to a rehabilitation counselor, but 
such an expression may be just an attempt by 
the client to win acceptance from the counselor 
(whom he knows is work-oriented) in order that 
some other objective might be attained by the 
applicant. Also, it could be an attempt to 
hide from himself the true severity of his dis- 
ability. He may not be ready to accept just how 
sick he is or to recognize his underlying need 
to be sick. 

extent to which hi s fami ly is i nvolved Jji, 
and perhaps contributing to , his alcoholism i_s 
di ff icul t to determine , but extremely important . 
If there is a family in the picture at all, 
alcoholism and alcoholic rehabilitation is a 
family matter. If the client makes progress, 
it usually is accompanied by a healthier atti- 
tude on the part of the family. If he fails to 
res|K)nd to treatmejit, the family often is con- 
tributing to his failure in some way. 

The family may be confused and afraid, angry or 
silently resist i ve when a counselor attempt s to 
talk with them about the client's drinking prob- 
lem. They may feel that his problem \s, indeed, 
his problem and that to involve them is not 
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appropriate* They may be greatly embarrassed 
over the whole matter and want to ignore it as 
much as possible. Regardless of the way in 
which the family responds outwardly to their 
being included in the evaluation, the counselor 
can be sure there are intense feelings about the 
destructive drinking of the alcoholic member . 

It is not unusual for one or more members of the 
family to be very confused over just what the 
counselor or treatment team is trying to do with 
their addicted member. They may feel that the 
counselor is being too ^^ympathet ic" to the prob- 
lems of the client and become rather suspicious 
of the whole helping effort. They can be expected 
to react quite strongly when the client "slips^’ 
and drinks after ?ntering a treatment program. 

The counselor may find himself spending more 
time, and getting more involved, with the family 
than with the «ilcoholic . . .and, depending on the 
circumstances, this may even be the best approacli. 
There are cases on record in which the sjx)usc of 
an alcoholic sought help for her problems, and 
the husband stopped drinking as a result of the 
s^xjuse's progress in therapy, even though he 
sought no t r ea t merit for himself. Also, tliere is 
clinical evidence to supj>Oi*l the belief that seme 
women, and seme men, find it easier to live with 
a drunk spouse than a sober one* In subtle, and 
some not-so~subtle ways, such persons will arrange 
to keep their sjxiuses intoxicated a great deal of 
the time. A woman who enjoys being the wage- 
cainer, and finds it more comfortable to live with 
a bottle than an apron, can be very threatened by 
any attemjit to rehabilitate her husband. 

A Icohol ism usually develops rather slowly i n a 
person over a period of years. As it develops 
in a farrily, a stiucture develops along with 
it... a system for coping with the drinking mem- 
ber. FKich family member learns his or her ’’role” 
in respect to the drinking behavior. When any 
helping person attempts to intervene and enter 
this structure for the purjiose of bringing change, 
he should remember all of the interrelationships 
i nvolvcd , 
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In discussing the ’'family" of the alcoholic, it 
should be understood that everything said in this 
section may apply equally to all "significant 
others" in his life. These significait others 
may include his employer or supervisor, his land- 
lady, or even such persons as his welfare worker 
or probation officer. Viewed from this perspec- 
tive, a larger number of this group will be seen 
to have a s>ibstitute family still intact, still 
influencing them, and being influenced by them. 
This kind of thinking also tends to throw new 
light on the lack of interagency cooperation. 

Such lack of cooperation now may be seen as a 
very personal "family squabble" where much more 
is involved than just agency policy and regu- 
lations and where the participants are seen to 
be more than just professionally involved. To 
repeat, rehabilitation is a family matter. 

The counselor needs help in determining 
f easibi li ty . A team approach is needed , yet thi s 
kind of approach presents problems i n itself , 
apart from the problems presented by the client 
being evaluated . 

Most alcoholics tend to be too manipulative, too 
dependent, too angry, too fragmented, and, in 
general, too draining of other people'*- jjersonal 
and professional resources to be adequately eval- 
uated by any one person. A counselor needs otiier 
professionals with whom he can compare impressions 
and share experiences. Most addicts have an 
amazing ability to make any one person feel 
important; and after promoting a counselor to 
that position, he caii make that same counselor 
feel like «an absolute louse if he refuses to 
comply with his demands. He says, in effect, 

"You can help me by just doing such-and- uch, if 
you will*.. and if you don't dc it, it's because 
you really don't want help me." A potential 
reaction of anger on the client's i^art is 
implied; and if the conrjsclor is vulnerable in 
the presence of this hostility, he will need all 
of the sut)]'or t c: aji get . 
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In short, much of the eviilualion of this person 
is concerned with (1) obser vi ncj the effect he 
has on other people, (2) the effect that other 
people have on him, and (3) the sharing of this 
information with him to assess his response. 
Ideally, a number of peers and authority figures 
with whom the alcoholic can relate for a period 
of time should be available while the evaluation 
is being conducted. We are really evaluating the 
alcoholic's ability to live and work v;ith other 
people. Anything less does not tell us what we 
need to know abo\it this person , his illness, and 
his jx>tential for health. 

This kind of close living and sharing between 
various prof ess iona 1 persons r ecjui res consid- 
erable exposure nf themselves; perhaps even 
revealing j^er sonal weakness , prejudices , and 
inadequacies that can be embarrassing for pro- 
fessional people a Maybe the counselor doesn't 
wish to tell the clinic nurse or the group 
therapist that the patient ’'conned" him out of 
five dollars yesterday to meet some emergency 
especially since the client us'^d the money last 
night to get drunk I How easy is it for the 
psychiatrist to admit that the counselor's 
secretary made observations regarding the patient's 
behrtvior that were more accurate and meaningful 
than his own? How does the physician resjjond to 
a counselor who wants a written prognosis to place 
in his file when the doctor could easily defend 
a prognosis of ”jvaor,'’ "fair," or "good" for the 
same man on the same day? 

Something new in the way of interagency cooperation 
is required. Agencies cannot be satisfied with 
mailing Xerox coj^ies of medical rejKDrts or almost 
mca n i ng 1 c s s eva 1 1 va t i on s back and forth through the 
nail. There must bo more invest i n g of ^>oo}^le 
between agenc i es i shar i ng of personnel, and r e- 
evaluation of how the counselor's time can be 
most effectively spent. 
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Any communication barrier that exists between 
agencies is a barrier to the adequate evaluation 
of services to this disability group. Perhaps 
more than any other kind of disabled person, he 
demands that those people who claim they have 
something to say to him chould first learn to 
talk to one another. Ffo refuses to risk exposure 
of himself, his ugliness, and his fear in the 
midst of helpers who will not risk as much among 
themselves. Much of our difficulty in evaluating 
and treating the alcoholic apparently stems from 
the difficulty we experience when we try to talk 
to one another. 

10. The client has difficulty just staying sober , 

yet sobriety i s a prer egui si te to any realistic 
and meaningful evaluation . 

No one has learned, as yet, how to make an 
alcoholic stay sober. In fact, it seems that 
the harder people try to keep him away from 
alcohol, the more intent he becomes on asserting 
his independence by drinking. 

To complicate matters, it is not always the 
Worst possible thing for him to drink. Fie may 
reach a jx>int of crisis in his life when his 
alternatives for action boil down to three 
perceived courses: (1) he can become openly 

psychotic and require i ns t i tu t iona 1 i za t ion , 

(2) he can kill himself and/or someone else, or 

(3) he can drink. In such a context, drinking 
ffiay be seen as the only cFioicc by which he can 
retain some feeling of control over F^imsclf and 
his circumstances. It is easy to say to an 
alcoholic at such a point , ’’You have another 

al terna t i VC. . . go to an Aj\ meeting (or to the 
treatment center, counselor, psychiatri st , 
etc.).” But while this is an acceptable alter- 
native to us , it may be completely out of the 
question to him. Many reach a jxiint in their 
recovery when their feelings toward the treats 
mont person or group are so intense ttial contact 
with those ’’helpers” is the least tolerable thing 
they can imagine... so intolerable tFiat it doesn’t 
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even appear as a possible alternative at all. 
Drinking, then, becomes not just a ’^good" choice 
but the best choice available to him considering 
his ability to respond and the choices of which 
he is aware. 

Also, a ’’slip" can help to convince an addicted 
person who has been sober for a relatively long 
time that he still has a problem with alcohol, 
and that there is no "cure" that will allow him 
to drink with impunity and without destructive 
consequences. All of this is by way of saying 
that drinking can occasionally serve a kind of 
therapeutic purpose for the client. At the same 
time, it also presents the evaluation team with 
the task of deciphering what the drinking episode 
meant and relating it to their observations by 
which they are determining feasibility or prog- 
nosis. It may mean he is not yet ready to try for 
sobriety. After drinking for a number of years, 
an alcoholic reaches a jx>int at which it takes 
him longer to sober-up after the last drink. That 
is, a residual effect remains ii the body and 
mind even after ho is apparently "clear." This 
may constitute an intermediate brain syndrome 
that will have an effect on his psychomotor 
system and leave him rather dull in some ways... 
though not obviously so to others nor even to 
himself. But the effect is there, and it does 
affect his functioning. Further, it doesn^t 
take much alcohol to prevent the intermediate 
level of damage from showing up. A little 
"sipping along" can keep such a person slightly 
anesthetized and confused enough to affect his 
scores on tests, his awareness of people and 
objects, and his motivation. He doesn't have to 
get drunk; he just keeps a slight "buzz" on and 
remains foggy with an intake of alcohol that at 
one time would have had virtually no effect on 
him. However, instead of clearing uj> in a few 
days, he may require a whole week or even several 
months of complet e sobriety before he is free 
from the toxic effect of alcohol. 
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The counselor may be more interested in 
underlying neurosis and causative factors behind 
the actual drinking than he is in the drinking 
itself, but he should not forget that alcohol 
itself is one of his client's problems. This 
factor alone makes the disease of alcoholism 
unique and places an additional burden on the 
counselor in his efforts to evaluate the applicant. 



QUESTIONS IN EVALUATION OF AN ALCOHOLIC 



^ arc the GOALS being Established for the Applicant ? 

In the rehabilitation agency, the goals of the agency 
play a major role in the selection of those persons 
who will be assisted in attaining those goals or 
objectives. Gainful employment is an important 
objective of the agency. If an applicant cannot, 
realistically, be expected to attain that goal, he 
may be ''screened out" during the evaluation process 
and not accepted as a client. 

Rehabilitation counselors are likely to become confused 
in their evaluation of applicants with alcoholism if 
those corns elor s do not understand the dynamic s of 
alcoholism in terms of jx>tcntial performance. If a 
counselor believes that complete abstinence from 
alcohol for the rest of the applicant's life is the 
one acceptable objective (that is, if rehabilitation 
of the alcoholic means no more drinking ever), then 
he is justified in screening out most problem drinkers 
who apply for rehabilitation services. But, if the 
objective is (1) a reasonable j>criod of sobriety, not 
necessarily unbroken by "slijis," (2) return to suitable 
enjiloyment , (3) increased ability to be coJis t rue t i vely 
dcj^cndcnt on an on-going program (the counselor, AA , 
clinic, etc.), ard (4) increased ability to manage 
one's life by utilizing more acceptable coping tech- 
niques than drinking, then a much larger grouj^ of 
applicants would be found acceptable for rehabilitation 
services . 
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There are certain minimum expectations that any 
rehabilitation counselor has the right and respon- 
sibility to apply to the addicted applicant, if he 
is to be accepted for servicest These arc: 

A • Sobriety » 

Not unending necessarily, but marked by 
the kind of commitment on the part of the 
client that indicates that he knows tlie 
severity of his problem and the importance 
of fighting his addiction. If he is still 
kidding himself about the effect tha.t 
alcohol has on his mind, body, and his 
relations with people, lie is not ready for 
rehabilitation services. 



Bt I nvolvement with ^ c ontinuing supp>ort 
group . 

Alcoholics Anonymous is the best known of 
such groups and the most available. Many 
alcoholism clinics, rehabilitation residences, 
mental health clinics, and religious oriented 
groups provide services on a continuing, un- 
ending basis so that a person may use such 
groups for "preventive” therapy even after 
the initial struggle has subsided; and it be- 
comes easier for him not to drink* Unless 
an applicant indicates in some way his ability 
to make use of sjch a program, the rehabilita- 
tion counselor should jiroceed with caution. 

The counselor can refer the applicant to 
another kind of service, but he should avoid 
diluting the goals of tlie agency by accepting 
an individual wlio is not yet ready for the 
agency ’ s ser vie es . \v’i t hholding rehabi Illa- 
tion services lias caused some aj^plicanis to 
reconsider their needs and the severity of 
their illnc s and seek treatment. 



Return t o gainful cmiiloiT^eiU . 

The time limit placed on the altaiiment 
this objective and the le^igth of tine a 
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should be employed before his c^so is closed 
can vary and bo debated. 



II. UTiat Trea t ment and Rehab i litation Resources , both 
Institutional a nd Personal , are Avai labl e for Use 
by the Counselor and the Client ? 

This is one of the most important and pressing 
questions. There are not enough treatment programs 
for persons with alcoholism, and the present structure 
of the rehabilitation counselor's role in most places 
is not conducive to work with these clients. Even if 
the counselor’s role is redefined, he needs special 
trains in if he is to work successfully with this 
group. There is groat variation within and between 
the states in the number and quality of treatment 
facilities and ‘orvices available to the alcoholic. 

No state at pi i -mt is considered tu hav^e adequate 
rehabilitation vices, though some are making 
significant and encouraging progress. 

Many rehabilitation t'ounselors are beginning to 
workout ways of utilizin'! Alcoholics Anonymous, how- 
ever, much experimentation will he needed before any 
general ruidelines car be es bj i ;>hed for couriselors 
tc' refer > in using AA as a resource, Seveial 
factors make tliis difficult: (1) the r«Mative 

looseness of the organi zat iorial structure ^ f iVA, 

(2) its non-ncdicul orientation, (3} the tune of 
conf ident ia 1 i t y that makes communic- Ion with "out- 
siders" difficult at times, and (4) Liie liighly 
divergent views of its many members toward working 
with professionals or other treatment philosophies- 
Mowevet, every encouragement should be given to 
individual counselors to Work toward a jiroductive 
relationship with local AA chapters. Both AA and 
rehabilitation agencies can benefit from such 
cooperation, for each has something to offer the other. 

If needed services are not available, a counselor could 
«appropr ialcly sjjond his time and GPergiei planning and 
developing thorn on a local level. Some State vocational 
rehabilitation agencies are takint the initiative in 
designing and dGvoloj>ing alcoholic rehabilitation 
programs. In other States, presertly existing programs 
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are being placed, organizat ional ly , under State 
VR agency control (sec North Carolina Agreement in 
Appendix B) . 

In the consideration of .resources we must include 
the rehabilitation counselor himscll and his per- 
sonal and professional readiness to become involved 
in this area. This "readiness’^ is not easy to 
define , but it s eems to i nc i ude t h*? following 
characteristics: 

A . Desi r c , leas t his non-resistivc 

wi l li ngness , to w<j':k wi^Ji these clients . 

The alcoholic is good at picking up 
non-verbal rejection bv others. If the 
counselor trys to wcrl with him while 
attempting to conccaJ an attitude of 
hopelessness, anger, or iisg< t, he will 
soon find that hif feeli \gs have been 
cormnunicated to his client as clearly as 
if he hod spokc’i them, 

R, Patience in ^>hc face of slow , uncertain , 
and/or errat ic progres s on the c 1 ien t ' s 
pa r t , 

Most counsc'.ors prefer to work with clients 
whose rehabilitati i* relatively predict- 
able. Alcoholic rehabilitation progresses 
in spurts, slips, and stalls; and sometimes 
there arc long periods of time when no one 
knows how to describe what is hapj)cning. 

C. The Cou nselor * s wi 11 ingness to fail and to 
all ow t ais client to fam 
This can be the hardest part. There will 
be tirres when the counselor must face the 
fact that there is nothing more that can 
be done for his client; and, as far as 
anyone can tell, nothing more the client 
can do fer himself. The counselor cannot 
depend on a high percentage of client- 
success for his professional gratification. 
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D. Abi 1 i ty to examine? imself and be awar e of 
his owTi emotiona I needs and defenses > and 
^^^se can af f ec t the counseling 
relationship with the client > 

He should not be a person who has to be 
right, either with his client or with his 
co-workers, for he will be wrong a good 
percentage of the tine in his work with 
alcoholics . 

The counselor ^ s ability to tolerate 
ambiguity * 

He often will have to ”fly by the seat of 
his pants^' rather than by structured 
guidelines* He will be working as a team 
member with other professionals who don't 
have many answers. This can add to his 
anxiety, especially if these team members 
are representatives of professions that, 
traditionally, have been expected to produce 
pat answer's. 

Ideally, the counselor should begin his work with 
This disability group under the close supervision 
of a nerson or a team of persons ;vho are experienced 
in alcoholic rehabilitation. But, often this is not 
possible. 

Finally, regardless of how willing, patienti aware, 
etc., the counselor is or how ideal the therapeutic 
resources available to him, there is a limit to the 
number of clients he can effectively carry on his 
caseload. If he works only with this problem area, 
though the maximum will vary from counselor to 
counselor, there is reason to be concerned #hen the 
total number of cases (referred and active status) 
for any counselor exceeds fifty. If the counselor 
has a counselor aide assigned * him, and a secre- 
tary of his own, the maximum might be pushed to 
seventy-f ive , provided tho counselor's only function 
is that of serving his caseload. 
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In conclusion, and to repeat, the feasibility of 
an applicant should depend in part on the degree 
to which treatment and rehabilitation resources 
are available. The resources include buildings, 
programs, and adequate equipment, but more impor- 
tant, competent people. The alcoholic has a 
problem with people, and people have a problem 
with him. People are involved in his illness; 
therefore, they must be involved in his rehabilitation. 



EXTENDED EVAEUATION 



Previous sections have emphasized the problem of 
predicting probabxc outcome of rehabilitation services 
j^rovided to clients with alcoholism. The intuition or' 
a j>erceptive rehabilitation counselor coupled with 
comj>lete and accurate information const v..utes the best 
basis for determining when and if services should be 
initiated. The Extended Evaluation Provisions (PL 333, 
1965) make it possible to accumulate information on 
those addicted clients whose situation is difficult to 
evaluate. 

There is a valuable purpose that can be served by 
a counselor's placing an alcoholic applicant in Extended 
Evaluation, apart from the need to learn more about the 
applicant. If a counselor is faced only with the two 
alternatives of declaring the applicant ineligible for 
services on the basis of non-f eas ibi 1 i ty , or accepting 
him and being faced with the necessity of writing a 
realistic rehabilitation plan in a relatively short 
period of time, the counselor may be inclined to just 
close the case, non-f easi bl e, and avoid the problem of 
constructing the plan with the c 1 i ent . • . esptc ia 1 ly if 
the counselor is uncomfortable with this alcoholic anyway. 
But, if he has a thi rd alternative, that of suspending or 
slowing down the dec i si jn**making for a time, until he can 
gain some confidence in being wivh his prospective client, 
he might be more inclined to eventually accept the appli- 
cant and face the problems. 
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In reference to Federal Regulations regarding 
Extended Evaluation, the following recent revision was 
made regarding alcoholism: Manual Transmittal Letter 

#68-2 (July 26, 1967), in discussing Revised Chapter 16 
of the VR Manual (Paragraph IV C of Section I), ejipressed 
the view that a person with alcoholism, ^’without the co- 
existence of mental illness or brain damage, should not 
be eligible for longer than 6 months extended evaluation. 
Future experience and research may suggest a change in 
this position, but the ruling seems wise at this point. 



With few exceptions, rehabilitation services normally 
available may be authorized under Extended Evaluation, 

For example, the counselor may want to observe how the 
client responds to a period of psychiatric treatment. Me 
might wish to have the client evaluated in a work adjust- 
ment setting or to initiate detoxification procedures at 
a hospital or from a physician's office before determining 
probable outcome. 



As noted earlier, the alcoholic's performance on 
St andardi zcxi tests nay indicate a higher level of func- 
tioning than he can acluall}^ maintain over on extended 
period of time. The situational stresses that tend to 
cause episodic drinking bouts may be determined after 
an Extended Evaluation, Generally, the nature of the 
disease requires a longer sample of behavior than provided 
by the typical standordized psychometric measures. If a 
brain syndrome is indicated by preliminary screejiing tests, 
the testing should be repeated three to four weeks subse- 
quent to the initial testing to determine curient status. 
Guidelines for evaluation services are presented in 
Appendix A« 
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Chapter V 

TREATMENT MODALITIES* 



The classification of people with alcoholism is of 
little value unless it can be used as a basis for deter- 
mining v.iiat services are likely to lead to positive 
results (see Chapter II of this report). Since we are 
concerned with a complex group of disabilities and since 
so little is unequivocal in this area, classification is 
a difficult task. 



In essence, there are six major treatment approaches 
available to us at present. The problem is to select the 
best combination of thesa for the individual patient in 
his current circumstances. It is important to view these 
various possible treatment alternatives not only in the 
light of patient needs but also from the point of view of 
the counselor's capacities and the available resources. 

It is imperative that any "treatment plan" be seen as 
"for now" with the realization that it must be reviewed 
and adjusted every few weeks or months to meet the patient's 
changing needs. The six major approaches are: 



1 , Acute Detoxification 

a. Treatment of acute withdrawal symptoms. 

b. General physical and appropriate treatment 
of disabilities found. 

c. Complete blood count (CBC), urinalysis, a 
blood serologic test for syphilis (VDRL) , 
chest X-ray, a liver function tent (BSP) 
are usually essential. 

d. Electrocardiogram (EKG)i fasting blood sugar 
(EBS), psychological testing, psychiatiic 
evaluation, etc., are frequently quite useful. 

*The information in this chapter was provided by 
Dr. Vernelle Fox. 
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e. Treatment for anxiety and/or depression, as 
needed indefinitely , 

f. Antabuse. 

Acute detoxification is needed by almost all 
patients. The above is the minimum screening 
that these clients need if an adequate program 
is to be designed for them. Appendix H contains 
an outline of information designed for physicians 
inexperienced in ihe treatment of alcoholism. 

Those using this report should make this infor- 
mation available to physicians who they feel 
could profit from it. 

Treatment for acute withdrawal symptoms frequently 
has to be accomplished before the medical evalu- 
ation as specified above can be completed. This 
can be done in a hospital, in a clinic, or in an 
office, depending upon circumstances. Patients 
may need medical attention in the form of appro- 
priate tranquilizers and/or anti-depressants for 
the periods of severe anxiety jr depression that 
can be expected for the first two or three years 
of sobriety. 

2 . Chronic Detoxif i cation 

a. All of the above plus treatment for liver 
damage, anemia, intermediate brain syndromes, 
et cetera. 

b. Treatment for obesity. 

c. Liver function test (BSP), every two months 
until stabilized. 

d. Vitamins intra-muscular ly (IM), two times a 
week for one month; one tine a week for two 
months; one time every two v;eeks indefinitely. 

e. Vitamins by mouth (j>o) 

f. Iron as needed (prn) 
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g. Diet, et ceterr. . 

h. Treatment of* all other disorders found. 

After the client has had acute detoxification 
and a general medical workup, it may be found 
that he needs chronic detoxification. This 
consists of continuing medical treatment and 
can be done from a hospital, a doctor's office, 
or any appropriate community resource. If he 
has liver involvement, he will need medication, 
diet, and laboratory studies every two months 
until it is stabilized or recovered. He will 
probably also need vitamin therapy twice a week 
for a month, once a week for two or three months, 
and once every two weeks indefinitely. These arc 
the kind of specific things that the consultant 
physician and counselor can work out in view of 
patients' individual needs. This could be 
available anyivhcrc if the counselor knows what 
to ask for and the physician knows what is 
expected of him. Even after the first acute 
detoxification, and if the patient never takes 
another drink, he still needs this type of long 
range somatic treatment. A substantial percent 
of the alcoholics who apply for fervices from 
rehabilitation agencies will need proper medical 
care. Some of our previous frustratioi. and 
failure with this group have stemmed from thn 
fact that we have bypassed this need, moving 
right on into some insight therapy program which 
the client is unable to even comprehend. We 
have not been gearing the program to the patient's 
need. It is imperative that we determine these 
needs at the beginning. He may have ulcers, 
gastritis, emphysema , etc . , and, if so, should 
receive appropriate treatment . If wc do not take 
care of the whole person, there is no point in 
going into specific alcoholism programs. If you 
ar€ not going to medically restore the man in the 
beginning, anything else you might want to do is 
likely to be a waste of time. 



58 - 



3 • Environmental Manipu lat ion 

a. Move clof.er to clinic or other treatment 
resources and/or to environment less condur v' > 
to drinking. 

b. Contacts with; doctor^ minister, boss, 
probation officer, rehabilitation counselor, 
school or training progrcon, welfare worker, 
landlord, Alcoholics Anonymous sponsor, et 
cetera • 

In general, almost all factors which would point 
to the need for chronic detoxification would 
indicate a need for environmental manipulation. 

The client with this much disability will usually 
need considerable help to break the old patterns 
which are so conducive to drinking. Other factorr 
that would i>oint to this need would include: 
homeless and unattached people, individuals with 
psychosis lOt severe enough to necessitate com- 
mitment; clients with moderately severe intellectual 
impairment and/or gross social deprivation, history 
of recurrent difficulties with the law, long- 
standing welfare assistance, gross job instability, 
et cetera. Usually the client presents a combi- 
nation of these difficulties and when he does, it 
is unrealistic to expect counseling or ^'therapy” 
alone to be effective. It is essential to attempt 
to change his external environment in order to get 
lasting improvement in his capacity to function. 

4. Supportive Therapy 

a. One or two individu conferences for program 
plannj ng. 

b. Supportive and/or follow-up coui^seling* 

c. Check with medical resource regularly. 

d. AA attendance* 
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What findings tend to indicate the need for 
supportive therapy? People whose history 
indicates gross dependency needs, people with 
marked social deprivation, clients who manifest 
depression, marked repression, and/or consider- 
able rigidity (these characteristics are usually 
obvious by history and/or interview and arc also 
frequently observed on personality tests). The 
rehabilitation counselor is in a unique position 
to offer this kind of help, either personally or 
indirectly by coordinating services from other 
resources. He can offer the low-pressure, rel- 
atively long-term support that this type of 
client needs . The essential thing i€ to have 
clear expectations of clients and realistic 
goals for him. Difficulties in the past have 
stemmed from: 

(1) Insecurity on the part of the counselor 
causing him to distrust his own ability 
to evaluate these needs and placing undue 
importance on the need of elaborate 
psychiatric evaluation, testing, et cetera. 

(2) Lack of clear awaroriess of the chronioity 
of these difficulties and their care, 
which has allowed him to get caught up in 
the client’s (or agency’s) magical expec- 
tation of rapid lasting ciiange. It Js 
imperative for the counselor to contin- 
ually remind himself that the dependent, 
depressed, denying, and/or deprived 
client can grow, mature, and learr to 
accept res}K>n5:.bil i ty but at a very, 
very slow pace. 

(3) To move in too rapidly, to expect very 
close involvement, or to demand quick 
results leads either to losing the client 
or having him deteriorate to an even less 
effective level of f unc tioning. In this 
dica, a counselor might well consider 
seeing a group of these clients together 
each week. The peer group identity thus 
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formed can greatly reinforce the 
counselor's supportive program. 

There is another group of clients who lend 
themselves well to supportive therapy. These are 
individuals whose histories indicate consideiablc 
stability and strength. They may have developed 
a drinking problem relatively late in life or 
have a history of substantial periods of c^obricty 
with or without help. As a rule, the drinking 
problem is precipitated by sudden gross role change 
because of environmental or physical change, loss 
of a significant person on whom they were comfortably 
dependent, and/or the onset of depression. 

Another group of people who need support rather than 
insight consist of those clients who shew marked 
somatic fixation. They "can't breathe," "arc having 
a heart attack," "bcick hurts," "leg hurts," ct cetera. 
These ar 2 not "malingerers" but arc severely chron- 
ically anxious individuals who cannot conceptualize 
or verbalize their conflicts but can only experience 
them physically. It takes years, in some cases, for 
these people to be able to ovcrccmc their somatic 
fixation and begin to relate conflicts with feelings, 
much less with bchaviot . During these years, the 
rehabilitation counselor is in a unique |X)sition to 
offer the kind of support iJiat enables the client 
to remain on the job while those changes slowly 
evolve. 

5- Internal Change Therapy 

a. Orientation groups. 

b . Movies and di scuss ion . 

Cm Group therapy and/or individual interviews, 
d. Rehabilitation counseling. 

c. Social case work. 

f. Pastoral counseling. 
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What are some of the factors that should make ihe 
counselor think of adding internal change therapy, 
group or individual, provided or purchased, to the 
client's total program? This question is too often 
asked at the beginning of the '^plan rather than at 
some intermediate* stage where it could be more 
profitable. A big problem in the past has been tlie 
fact that we are familiar with the adult psychiatric 
model, and to some extent these services Are a li- 
able. We have tended to assume that the purch 
of psychiatric evaluation and treatment woulrl 
the answer for all clients with alcoholism. This 
has led to considerable frustration and defeat. 

This treatment modality should be reserved for 
clients with some of the following characteristics: 

(1) spree drinking as opposed to plateau drinking; 

(2) history of previous <herapy with obvious 
involvement and some success; (3) evidence of 
stability such as job, supportive relationships, 
home attachments, family, etc.; (4) a caf>acity for 
conceptualization and/or abstract thinking; 

(5) sufficient agfessi venes s to engage in active 
encounters; and (6) a history of acting our behavior 
and/or evidence of cyclic mood changes. 



All these characteristics can be found to some degree 
in most clients. The real key for the counselor is 
the problem centering on the client's predominant 
situation, personality, and behavior patterns and 
not getting seduced by ’’minor themes" as they arc 
presented. These patients are notorious chameleons; 
and in their fragmentation and lack of adequate 
identity they will present to the counselor any 
picture that they have seen, read, or intuitively 
feel might catch the counselor's attention. 

6. Treatment for the Counter ^Alcoholic 

a. Individual interview with sj>ouse or significant 
others • 

b. Joint interviews. 
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c. Group therapy and/or individual for the 
counter -alcoholic . 

d. Alanon- 

The sixth treatment modality that may often prove 
to be a vital component of a successful treatment 
program is work with the counter-alcoholic. The 
counter-alcoholic is the individual or group whose 
sick needs are being met by the client's drinking 
behavior. The basic tendency is to think only of 
the patient's immediate family in this role. It 
is essential to keep an open and even suspicious 
eye out for the source of pressure for the client 
to maintain the status guo including his destruc- 
tive drinking behavior# It may come from not only 
spouse or parent, but also from c.f spring, employer, 
employees , siblings , landlord, homosexual partner, 
treatment facility, law enforcement agency, church 
group, et cetera. These pressure groups car. be 
amazingly devicus and subtle. The hidden agenda 
is frequently difficult to deal with. It is some- 
times possible for the experienced counselor to 
recognize in the beg]*nning that this additional 
help will be necessary. More often this "mandate" 
will not present itself until after he has been 
working with the client for awhile. Some of the 
most obvious factors that need to be considered 
are; (1) the description of an obviously disturbed 
spouse to whom the client is currently quite 
attached; (2) p.^tients who are in serious diffi- 
culty with drinking by age 25; (3) clients with 
obvious mother attachments who are approaching 
middle age; and (4) individuals with histories 
of apparently sincere but always unsuccessful 
attempts to get treatment in the past. 

A gooJ example of this kind of situation exists in 
the form of a young male client, age 25, who is 
basically still interested in "wheels and drinking 
with the boys." He also has a 19 year old wife and 
two children. She has become interested in being 
a wife and mother and hav.‘ ?jg a husband with some 
stability# He is in difficulty with drinking 
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along with other kinds of acting out behavior such 
as glue sniffing. To atcempt to deal only with 
this young man's drinking behavior would be futile. 
Almost invariablyi there will be a mother figure in 
the picture who considers her "baby boy" as having 
been imposed upon by having a wife and children. 
There will also be a father figure who does not 
feel that the son is mature enough to assume this 
responsibili ty and who is attempting to carry his 
difficulties for him* In such a situation if the 
entire family complex is not treated, attempts at 
rehabilitation have very little chance of success. 

Listed in Table I are some of the factors that 
would tend to weigh the choice of treatment and 
modalities . 



Table I 

Conditions which suggest: 
C hronic Detoxification 

a. Age over 60 

b. Plateau drinking 

c. Problem 15+^ years 

d. Mixed addictions 

e. Convulsions 

f. BSP 15+ 

g. Orga'fiicily 
h* Diabetes 

i . Anemia 
g. Emphysema 
k. Neuritis 

1* Chronic disabilities 
(arthritis, etc . ) 



Condi lions which suggest 
Envi ronmental Manipula - 
tion 

a. Homeless or 

b. Unstable living 

c. Psychosis 
d • Low I Q 

e. Trouble with law 

f. Welfare 

g. Job instability 
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Conditions which suggest: 

Supportive Therapy 

a. All of the above 

b. Gross dependency 

c. Gross social 
deprivation 

dt Severe depression 

e. Marked repression 
and/or rigidity 

f. History of long 
sobriety with or 
without other 
treatment 

g. Somatic fixation 

h. Gross and/or sudden 
role changes 



Conditions which suggest: 

Internal Change Therapy 

a. Spree drinking 

b. Previous therapy with 
some success 

c. Has job and some 
supportive attachments 

d. Has home and some 
supportive attachments 

e. Ca>-4city to conceptu- 
al' ze and/or engage in 
awtrve encounters 

f. History of fair 
stability 

g^ Aggressiveness 

h* History of acting out 
behavior 

it Cyclic mood changes 



Conditions which suggest: 

Treatment for the Counter -Alcoholic 

a. Obviously disturbed spouse 

b. Client under 25 years of age 

c. Mother attachment 

d. Frequent failures in past 



For example, the determinat io<i of the needs for 
chronic detoxification will te made from the findings 
of the medical evaluation. In addition, other fac- 
tors should be considered. Some of these would be: 
patients over 60 years of age, clients with a history 
of heavy plateau drinking, those whose problem has 
existed for 15 years or more, patients who have mixed 
alcohol and drug problems, history of recurrent con- 
vulsions, demonstrable liver pathology, evidence of 
organic brain impairment from either psychiatric or 
psychological evaluation, evidence of perip>heral 
nerve damage, diabetes and/or other metabolic dis- 
orders along with alcoholism, and ether severe 
c*^ronic disabilities such as arthritis, gastric 
ulcers, et cetera. All of these findings tell the 
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counselor that the client is grossly depleted and 
will need several months (two to six) of physical 
restoration before much could be expected of him 
in terms of productive wcrk, retraining, et cetera. 
During this time antabuse could be extremely 
valuable adjunctive therapy (see Appendix a)« If 
this person needs chronic detoxification, the 
counselor should specify this clearly to the client. 

All of the attempts to explain selection of clients 
for constellations of treatment attitudes are by 
necessity, generalizations which c?.n only serve as 
broad suggestions for the rehabilitation counselor. 

In spite of the lack of unequivocal guidelines and 
proven treatment approaches in this complex area, 
the rehabilitation counselor is in a better position 
than almost any other helping professional to func- 
tion arj a coordinator to insure the kinds of services 
and continuity of care that is essential for this 
difficult group of clients. He has the prerogative 
of crossing disciplinary lines, requesting specific 
services, and in turn utilizing and integrating 
these services to the ultimate benefit of the client. 



Chapter VI 



IDENTIFICATION AND UTILIZATION OF AVAILABLE RESOURCES 



Alcoholic rehabilitation programs require a coordinated 
treatment approach using the knowledge and skills of a wide 
variety of professional and lay resources. The resources 
available to meet the needs of clients with alcoholism will 
vary greatly between and within the states. In addition to 
consideration oi the resources available in the community 
and. those which could be developed, the rehabilitation 
counselor should also think in terms of the client's going 
to another community for services not available locally. 



The list of resources which follows is incomplete, but 
it may provide some ideas from which a counselor can develop 
an appropriate resource list for his own area. Since the 
function of these agencies and groups vary somewhat from one 
locality to another, the counselor will need to contact the 
agency representatives in his area and determine the services 
which they can provide. 



I 



Public Agencies and Facilities 

1. State Commission on Alcoholism 

2. Public Health Service 

3. Department of Mental Health 

4. State Hospitals 

5. Public Assistance Programs 

6. State Employment Service 

7. County Hospitals (county and city treatment 
faci 1 i t i es ) 

8. Law Enforcement Agencies 

9. Community Mental Health Centers 

10. State and Local Alcoholism Programs 
^11. General Hospitals 

12. Veterans Administration Services 



11. Volunteer Agencies 

1. Alcoholics Anonymous, Alanon and Alateen 

2. National Council on Alcoholism and Affilitates 
and Mental Health Associations 

3. Council of Social Agencies 

4. Family Counseling Services 
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5. Churches and Related Groups 

6. Professional and Business Associations 
7* Residential Facilities 

6. Legal Aid Societies 
9, YMCA and YWCA 

10, Red Cro^s 

11* Salvation Army, Union Missions, etc< 

12. Organization of Municipal Judges 

13. Probation and Parole Associations 

14. Service Organizations 

15. Specialized Alcoholic Treatment Programs 
with private and community support 

Rehabilitation agencies are no better able to provide 
total rehabilitation for all alcoholics than any other 
public or private agency. As a matter of fact, the very 
nature of State agency regulations, even though liberally 
interpreted, demands ‘that they rule out all alcoholics 
except those whose prognosis for employment is at least 
fair . 

Although they cannot and should not provide total 
services for these clients, these rehabilitation agencies 
should become an active force in the treatment of alco- 
holism. They must be ready to evaluate legitimate 
referrals from any source and lend full assistance witljin 
the scope of their capabilities. 

In any cooperative approach to the problems presented 
by an alcoholic, some individual or agency must be in a 
position of coordinating and, in certain instances, develop- 
ing the resources co meet these needs. Often this role will 
fall to tiie rehabilitation counselor. 

Effective services are not provided by agencies but 
by individuals working witnin the framework of agency |>olicy 
and procedure. However, even in an area where there is a 
complete lack of formal organizations usually associated 
with treatment or rehabilitation of the alcoholic, the 
possibility of enlisting the support of interested indi- 
viduals in the community should rot be overlooked. Such 
persons, as a understanding minister, school teacher, 
social worker, jx)lice official, or businessman, may be 
able to provide the Jay to day support that is necessary 
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in successfully rehabilitating the client with alcoholism. 
The rehabilitation counselor contemplating working with 
this type client, particularly in a rural area, should 
carefully seek out these understanding community leaders. 
He should make himself available to them to provide the 
kind of support and encouragement they will need as they 
attempt to perform this difficult task. 

The rehabilitation counselor should remember that no 
perfect model for providing rehabilitation services to the 
alcoholic exists. The rehabilitation program must be 
planned for the individual to meet the needs which are 
identified at the time. The plan must remain flexible so 
that needs may be met as they emerge. The two following 
case histories are illustrative of these points. 

Case Histories 



1* The first case history, Mrs. A, is a 38 year old, 
white, married mother of four children, who was 
referred to the rehabilitation counselor from a 
rural community of approximately 700 population. 

The referral was made by the county judge and was 
made on the basis of alcoholism. Mrs. A's husband 
is a 42 year old heavy equipment operator who had 
provided well for the family until four years 
before referral when a severe heart attach resulted 
in total disability. During the initial stages of 
her husband 's illness, Mrs. A drank to relax and 
relieve tensions. The after-effects of the heart 
attack were so severe that Mr. A was unable to 
return to work after his release from the hospital, 
and it was up to Mrs. A to obtain employment as a 
waitress in order to keep the family together. 

Mr. A could supervise the children, ages 4, 6, 11, 
and 13, but could not do heavy household chores; 
so it was up to Mrs. A to do these after work. 

The reversal of the roles of the husband and wife 
caused conflicts and frustrations for both indi- 
viduals; soon constant nagging and fighting began. 
Mrs. A began drinking more often during non- 
working hours. Over a period of two or so years, 
Mrs. A began drinking on the job and soon was 
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unable to get enploynent because of her drinking. 
After being picked up for public drunkenness and 
jailed on several occasions, the county judge 
referred Mrs. A to a rehabilitation counselor. 

Arrangements for a medical examination by a 
local physician were made and a tentative diag- 
nosis of alcoholism was made with recommendation 
for more complete evaluation at a clinic some 
120 miles away. Refusal on the part of Mrs. A 
to admit that she had alcoholism and guilt feel- 
ings about leaving an invalid husband and minor 
children made it unfeasible to carry out these 
recommendations . 

l‘he rehabilitation counselor realized that the 
successful rehabilitation of Mrs. A and her family 
was a community problem. He began by providing 
supportive counseling for the family while solic- 
iting help from the community. Arrangements were 
made for Mrs. A to see the local physician twice 
a week for medical treatment of her alcoholism 
and additional medical disabilities. The physician 
placed her on antibuse and encouraged her to use 
it. A female Alcoholics Anonymous member and 
acquaintance of Mrs. A was asked to make a social 
call on Mrs. A in order to give her someone to 
relate to and be available for specific AA work 
if Mrs. A became willing to accept it. 

W!iile providing supportive counseling for the 
family, the rehabilitation counselor made arrange- 
ments for evaluation of Mr . A with the idea of 
providing training and employment in his home that 
would be of a masculine nature and allow him to 
provide general supervision of the children. During 
the evaluation the counselor referred Mr. A to the 
Social Security Disability Benefits Program. The 
local representative of the State employment com- 
mission was asked to help with a possible employment 
solution . 
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The local school authorities , including the 
principal and county school counselor, were 
contacted to help with the adjustment problem 
of the 13 year old who became inco rigible . 

A local minister was contacted and arrangements 
were made for Mrs. A’s children to be included 
in more church activities which was not only 
good for the children but also helped relieve 
the father of some of the baby sitting chores. 

Arrangements were made with local Welfare 
representative for the family to receive Aid 
to Families with Dependent Children (AFDC) 
payments while applying for oisability benefits 
from Social Security, After Social Security 
benefits were begun, Mr, A began training for a 
small business enterprise in his home, Mrs. A 
continued her treatment and was able to return 
to work as a waitress. Over a period of about 
10 months, Mr, A was able to set up his home 
business and Mrs. A was able to gradually reduce 
her outside work until she could spend full-time 
at home caring for the children while Mr, A 
carried on his business* Planning and coordi- 
nating conferences were held with all individuals 
working with this family, and eventually the 
family was rehabilitated as a result of interagency 
and coriimunity effort. 

2. The second case history is a 56 year old, white, 
married father of eight children (four at home) 
who was referred to the rehabilitation counselor 
by the social worker at the State Alcoholism 
Clinic. The client wrote to the counselor before 
leaving the clinic asking the counselor to have 
a job ready for him when he returned home. The 
counselor, of course, knew very little of the 
background of this client and his abilities and 
made no attempt to find employment until he was 
able to meet the client and assess the magnitude 
of his problem and evaluate his aptitudes. 
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The counselor was fortunate in working with this 
particular case because a local alcoholism clinic 
had been set up by the Public Health Department. 

The client became one of the first patients to 
be treated at this out-patient facility. Part 
of the services of this clinic included the 
assistance of a psychiatrist, volunteer minister- 
counselors , public health nurses , a public health 
physician, Director of the local Department of 
Family and Children Services, and a rehabilitation 
counselor. The client had considerable experience 
in group therapy at the State Alcoholism Clinic 
and, therefore, adjusted well to the local clinic 
setting and was a faithful member of his treatment 
group. 

It soom became evident that the primary source of 
the client's problems and his reasons for drinking 
were family problems that centered around an 
unhappy wife. 

The psychiatrist advised postponing training or 
job placement for this client until he became more 
stable. During this waiting period, the client's 
family received Aid to Dependent Children. They 
also received surplus foods distributed by the 
Department of Family and Children Services. 

Eventually the staff at the clinic agreed that the 
time had come when this client should participate 
in a training program. The staff also advised the 
client to seek another jjlace to live to remove him 
from the neighborhood whore many of his old drink- 
ing group lived. A situation developed that would 
enable the client to train with friend of his 
who was not a drinker. Me also owned a house with 
some acreage outside the city that ho would allow 
the client to use rent free. Tne client and his 
family would also have the fx>ssibility of a garden 
and space to keep chickens, a pig, and a calf oi 
two if they so desired. A problem developed at 
t'le time of moving. Tins client's teenage daughter 
refused to move with the family. An older, mar- 
ried, and childless sister had encouraged her 
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younger sister to move in with her. This created 
a crisis in the client's rehabilitation process. 
However, a social worker at the Department of 
Family and Children Services who knew the client's 
married daughter was able to talk to her and 
encourage her to let her sister remain with the 
family. The family moved on schedule. 



The counselor contacted the local school and 
made arrangements for the client's teenage daughter 
to become a member of the 4-H Club, and she had as 
a project a registered Black Angus purchased by a 
local civic club. 



During the training period the client's wife 
became upset because the client was not earning 
as much money as she thought he would, and the 
client went on a drunk. His wife called the 
Public Health Nurse and also called the police to 
have him arrested. The Nurse contacted the police 
and had them not formally arrest the client but to 
hold him until he had sobered up as he had vio- 
lated no law and was simply drunk in an outhouse 
at the farm. 



One couldn't wish for a better spirit of 
cooperation than exi sted which involved the 
(1) psychiatrist of the State clinic, (2) psy- 
chologist, (3) nurses of the local Public fiealth 
De|>arlment, (4) Director and social workers oi 
the Dej>artment of Family and Children Services, 
(5) the minister-counselors, (6) the employer- 
trainer, (7) rehabilitation counselor, and 
(8) police deiK-irtmcnt in attempting to help this 
client help himself. 



This case was closed successfully rehr.bi litcated. 



CONCLUSIONS 



Rehabilitation of alcoholics is one of the most 
difficult charges facing counselors today. This difficulty 
should not, however, hide the fact that this is one of the 
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most worthwhile a^reas in which the counselor can become 
involved and one in which he has an unique and effective 
service to offer. Many alcoholics who have refrained 
from dr inking have been found to be extremely creative 
and productive citizens. 

There are areas of concern which should be recognized 
by the counselor who is beginning to work with these cli- 
ents. One of these is the resistance from the community. 
Rehabilitation of the alcoholic requires cooperative 
efforts by large numbers of organizations and individuals. 
This type of close interpersonal cooperation necessitates 
a system in which threat to the participating professionals 
may become a major issue. The counselor would be well 
advised to realize the potential dangers inherent in this 
situation and be prepared to deal with them. 

Rehabilitation counselors should recognize that the 
provision of services to this group is time-consuming. 

The pressures for a quick closur e are contrary to working 
with the alcoholic client. Many more of the individuals* 
needs than just that for sobriety must be met. The sober 
alcoholic is still an alcoholic , and the rehabilitation 
process is not complete but only started when the client 
has ceased drinking. To consider the case closed when the 
client has been sober for a specified time and is gainfully 
employed is a self-defeating form of economy. Premature 
closure will| in most instances, only insure the return of 
the person to a client status. 

The counselor must also realize that rehabilitation 
of the alcoholic client will not always progress smoothly 
toward the desired objective. Part of the process of 
recovery may well be the testing of new thought patterns 
relating to his inability to drink socially. The counselor 
and others must be able to reinforce these and use them in 
the rehabilitation process. 

All considerations of feasibility have concluded that 
there is no way to establish a realistic set of guidelines 
for determining the feasibility of alcoholics for rehabili- 
tation services that will apply to all clients, in all 
States, for use by all counselors. To attempt to d'^ so 
would be to restrict and discourage the very thing that is 
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needed most critically at this point in history: creative 

experimentation by all personnel. We do not need a care- 
fully worded ^’manual'^ at this point... we need to try to 
work with as many alcoholics as possible, as soon as 
possible, and in as many ways as possible, so that at some 
future date another study committee will have more reliable 
data to evaluate than ii. available today. We need to com- 
mit ourselves to the task of learning by doing, by succeeding 
as well as failing. 
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Chapter VII 



IMPLEMENTATION OP PROGRAMS FOR 
REHABILITATION OP THE ALCOHOLIC 



During the last decade, a number of Social and Re- 
habilitation Service supported projects have demonstrated 
the value of rehabilitation concepts and services in the 
rehabilitation of alcoholics. These projects have pro- 
vided evidence that the costs for rehabilitating these 
clients is considerably cheaper and the long-range results 
more rewarding than the ’’revolving door” method of con- 
tinued arrests and incarcerations (see Appendix A for a 
description of the Emory University, Atlajita, rehabilita- 
tion project for the chronic court offender alcoholic). 

A recent survey made of State program efforts directed 
toward rehabilitating this group revealed the followinr^ 
program patterns; 

1. The alcoholic is accepted as a referral from the 
general population and is evaluated for %ehabili- 
tation services the dame as other disability 
groups • 



2. Most alcoholics are received as referrals from 
State mental hospitals after treatme/it has been 
provided , and the referral to r ehabi li tat ion 
counselors is on the same basis as any other 
referral Irom the mentally ill jopulation served 
by the hospital, 

3. l^^ere the Public Health or Mental Hygiene Clinics 
have established special alcoholism t r eat men t 
units, rehabilitation staff has been assigned to 
.^erv^ referrals from the clinic. 



Specially trained staff has been aiployed to 
coordinate rehabilitation services for these 
clients and provide statewid<^ followup on cases 
that are served through special treatment centers. 
State agencies should develop a pre-service and 
in-service training program for all staff members 
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working with the alcoholic reuabi litation. There 
are many formal training programs throughout the 
country available at little or no cost. A list 
of these training courses is included in Appendix F 
Also, there is a list of training films in 
Appendix G, 

These program patterns have presided services to 
increasing numbers of alcoholics and have given us valuable 
Information i»i regard to their unique needs. However, they 
have not proven as effective either quantitatively or 
qualitatively as needed. 

The complex problems presented by the alcoholic make 
it necessary to go beyond traditional concepts in rehabil- 
itation. Discrete services, rendered independent of each 
other, seem to have a more harmful effect on this group 
than most other populations of rehabilitation clients. 

A coordination of all needed services in an intensified 
comprehensive program for each client appears to be the 
only really effective method. 



COOPEf^ATIVE PROGRAM APPROACHES 



Practically every state has designated an agency 
responsible for the treatment of alcoholics. Generally, 
State mental hospitals or community mental health centers 
have served as treatment centers for alcoholics. Now 
State rehabilitation agencies have responsibility for 
serving this group where the disease constitutes a hand- 
icap to gainful employment of the individual. 



Through cooperative agreements involving 
agencies with interest in serving alcoholics, 
able resources of each such agency can be poo 
of being fragmented as often exists at presen 
North Carolina Department of Mental Health, D 
Alcoholism, and the North Carolina Division o 
Rehabilitation have an agreement to work toge 
atively in planning, developing, and implemen 
statewide goal-oriented program of rehabilita 
for this group (see Appendix B for a copy of 



all State 
the avail- 
led instead 
t . The 
ivision of 
f Vocational 
ther cooper- 
ting a 

tion services 
this agreement ) 



IM 



79 



Cooperative programs may be institutionally based or may 
be designed as a specific local sjrvice operation serving 
alcoholics on an out-patient basis. 

Cooperative institutionally based programs are 
usually comprehensive in nature and have their own physical 
plant especially designed to house a wide range of profes- 
sional services. Such a special facility located on the 
grounds of a State institution (such as a mental hospital) 
actually comprises a comprehensive rehabilitation facility 
as defined in the Federal Act and, thus, would be eligible 
for special consideration in financing. 

At the local level, the rehabilitation program might 
best be located in a community mental health center or an 
alcoholism clinic having its own staff, facilities, and 
budget. Rehabilitation services would be in addition to 
the other on-going services of the sponsor. The rehabil- 
itation services ])rovided in a community cooperative 
program may range from limited to very comprehensive. Some 
examples follow: 

1. The State agency may assign a counselor to a 
specific local mental health or alcoholism clinic 
to provide counseling, planning, and placement 
functions for eligible alcoholics who may con- 
currently be receiving treatment from the local 
clinic. The counselor m^y arrange for vocational 
evaluation, locate community training resources, 
find jobs , provide i ndividual or group counseling 
in regard to work adjustment, et cetera. He may 
arrange for additional rehabilitation services as 
needed by the individual such as psychological or 
medical examinations , physical restoration ser- 
vices, training services, training materials, and 
placement equipment using agency funds for this 
pu r jK>se. 

2. A modest program at the community level may consist 
of one or more counselors, a shop or special area 
for work evaluation, a program of ^>ersonal adjust- 
ment, training and work conditioning in relation 

to job readiness, and special job training all 
carried out on the pr imises of the clinic. 
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3. A more ambitious community program would include 
the services mentioned above plus full-time psy- 
chological services, social services, and special 
services such as specific job training programs 
carried out in the unit and through on-the-job 
training in the community. This approach would 
be multi-disciplinary rehabi li tat ion at the com- 
munity level for intensive work with these clients. 



COOPERATIVE PROGRAM CONCEPTS 



Each cooperating agency should provide those services 
which lie within their area of responsibi li ty with funds 
made available for such purposes. For instance, Depart- 
ments of Mental Health, Commissions on Alcoholism, or other 
agencies have traditionally responded to the needs of the 
alcoholic for detoxification, psychiatric treatment, med- 
ical care, and social services. However, cooperative 
programs will necessitate modifications in institutional 
and local programs in staffing patterns. Even with these 
advances, it is recognised that the alcoholic still faces 
barriers in obtaining a satisfactory adjustment in the 
community, including a suitable job. This leads to a 
natural union of the mental health agency and the reha- 
bilitation agency in the provision of services in this 
area of mutual interest. 

A cooperative program for the alcoholic is simply a 
formalization of the commitments of two or more agencies 
to organize, improve, expand, And focus in the most 
meaningful way their respective aervices on the needs of 
the client. These needs encompass i '‘tellec tual and 
cultural development, personal adjustment counseling, 
job training, and job placement. It may include s« ch 
additional services as fami ly case work, health programs 
(iv\rt icular ly health maintenance), and special recreational 
programs including use of leisure time. 

To achieve these object ivesi the vocational 
rehabilitation commitment to a cooperative program, 
fthether establislied in cooper.^ t ion with an alcoholism 
treatment program at a large institution or in a smaller 
local program, mi<;;ht contribute the following services: 
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1. Rehabilitation Evaluation - Consists of use of 
medical records and supplementary facts secured 
by rehabilitation counselor, i.e., test results, 
medical examinations, and data from interviews 
and observations, to determine eligibility for 
rehabilitation potential (refer to Chapter IV 
for additional information)* 

2. Counseling and Planning - To be carried out 
cooperatively with client and family, to 
ascertain assets, problems, and goals of client, 
and to formulate a practical plan of services 
designed to prepare the client for employment 

at his highest level of potential* 

3* Extended Evaluation - A formalized plan of study 
and evaluation over an extended period of time 
as required to get a more valid measure of reha- 
bilitation potential. Trial training, additional 
professional evaluation, trial treatment, and 
work tryouts are principal modalities of extended 
evaluation. These services may be provided 
within the units or by use of facilities iri the 
community such as workshops and rehabilitation 
centers . 

Evaluation , Wo r k Conditioning , and 
Prevocationa 1 T raining - Using actual or simulated 
work tasks in special sho])S, in sheltered work- 
shops, or in technical schools or community work 
situations, clients with nexJs for such services 
may be given periods of training or work experi- 
ence as a means of creating readiness for specific 
training or work opfxsr tuni I i es * 

5. Job Trai ning - Under an individual plan of 

rehabilitation, such training may bo arranged at 
a training si';c in the community, full time or 
part time, and in either formal vocational classes 
or on-the-job training* Such training provided 
under the auspices of the rehabilitation agency 
should not be in competition with vocational 
programs already available to such clients from 
the agencies* 
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6* Job Placemen t and Follow-up - For r ehabilitation 
clients thes 2 services may include job devel<)p- 
ment activities and counseling with employee and 
employer to the point that a placement is judged 
to be satisfac tory . They should be rendered by 
the professional staff on the rehabilitation 
agency in close coordination with cooperating 
agencies . 

7* Restoration Services* - Restoration required to 
correct, materially reduce, or stabilize a 
handicapped condition which adversely affects 
employability may be purchased by the rehabili- 
tation agency. These services might include 
surgery and medical services, treatment including 
individual and group therapy, prostheses, 
hospitalization, physical therapy, occupational 
therapy, speech therapy, et cetera. 

8, Transportation - These services are limited to 
those required foi* completion of diagnosis, 
extended evaluation, training, or other services 
under an individual rehabilitation plan. 

9. Maintenanc c * - This includes funds for living 
expenses nec essary to complete a rehabilitation 
plan when the client is unable to secure such at 
home or otherwise without cost to the State 
Rehabilitation Agency. 

10. Psychological Services - These services nay be 
supplied by a staff psychologist or may be pur- 
chased on a per case basis. There should be no 
duplication of psychological services already 
available to clients from State or local alcoholism 
c enters . 

11, So cial Services - The program may include social 
casework services ’"ndcred to clients and their 
families to aid in v a solution of social prob- 
lems affecting progress in rehabilitation. Ihese 
services generally would be provided by a staff 
soc i ai worker • 

* Bas'xl on establishment of economic need if required by 
State Plan* 
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The primary condition for the provision of these 
rehabilitation services is (1) the determination that 
the client meelC' the basic eligibility requirements for 
rehabilitation, (2) that such services are formally 
specified as representing client's needs after pre- 
liminary evaluation, and (3) they have been included 
in a formal rehabilitation plan. 



PATTERNS FOR FINANCING COOPERATIVE SERVICE PROGRAMS 



In relation to cooperative programs, two types of 
expenditures are presented# The first are expenditures 
for psychiatric and acute medical care for the alcoholic 
along vdth other traditional services provided by alco- 
holism commissions, mental health agencies, or other 
appropriate agencies. The second are expenditures for 
rehabilitation services for these clients made by the 
State rehabilitation agencies. Each operates under its 
own set of laws, regulations, and policies and must make 
separate accounting to appropriate authorities for such 
expenditures • 

Rehabilitation funds come generally from two sources: 

1. Allotments from the Federal government as provided 
in the Federal Vocational Rehabilitation Act 
through the Rehabilitation Services Administration. 

2. Appropriations by the State legislature for 
vocational rehabilitation purposes. 

In addition to these primary sources, funds may be 
secured through special allotment by a governor through 
allotments from other State agencies when approved by 
appropriating State fiscal bodies; allotments from local 
governing bodies such as (1) city councils, (2) county 
officials, or (3) local alcoholism commissions; or by 
cash contributions from (1) private agencies, (2) indi- 
viduals, (3) corporations, (4) foundations, . (5) other 

acceptable donors* Generally, all funds received by the 
State agency from State, local, or private sources may be 
used for matching Federal funds at the approved matching 
ratio. The combined State and Federal funds may then be 
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used *to defray the costs 
for administration as def 
Matching requirements for 
cannot be satisfied by th 
by State funds which are 
other Federal funds, Als 
cannot be used to duplica 
adequate or for the provi 
and traditionally the res 
agency. 



of rehabilitation services and 
ined by law and regulations. 

rehabilitation Federal funds 
e use of other Federal funds or 
already being used to match 
o, Federal rehabilitation funds 
te existing resources which are 
sion of services which are legally 
ponsibility of another State 



To meet. Federal requirements for Federal participation 
in such jointly financed programs, the following principles 
must be observed: 

1. Selection and retention of personnel in the 
rehabilitation aspects of the cooperative project 
are subject to the approval of the rehabilitation 
agency , 

2. In all significant aspects of their rehabilitation 
work, the personnel shall be subject to the super- 
vision of the State rehabilitation agency. 

3. The project activities may be considered part of 
the rehabilitation proc'rajn only to the extent that 
rehabilitation services are furnished to rehabili- 
tation clients (or with respect to diagnostic 
services, potential clients) in accordance with 
the State Plan, 



4. All expenditures to be classified as ’’vocational 
rehabilitation expenditures” including both State 
and Federal portions must be made under the control 
and at the discretion of the State rehabilitation 
^gency, Thi.s means that the State agency must 
approve the expenditure and be the final authority 
in the state for determining its necessity and its 
propriety . 
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ADMINISTRATION OF COOPERATIVE UNITS 



In cooperative facility or center programs, the basic 
principle may be stated simply - the vocational rehabili- 
tation agency administers the rehabilitation services 
program, having final decision as to its contents, oper- 
ating procedures, staffing, eligibility of clients, 
termination of services, and application of funds. The 
alcoholism commission, mental health agency, or appropriate 
agency has similar authority in relation to all alcoholism 
treatment services being provided to clients concurrently 
engaged in receiving rehabilitation services. However, 
by agreement, close cooperation and coordination of services 
may be achieved through joint planning, professional coop- 
eration, and teamwork. Rehabilitation unit personnel 
working in an alcoholism center setting should observe 
the rules, policies, and procedures of the host center in 
regard to client contacts, jcheduling of services, and 
interaction with cooperating center personnel. 

Considerable flexibility exists, also, in the method 
of disbursing funds. The rule of convenience applies here. 

For example, vocational instructors employed in the reha- 
bilitation unit nay be paid by the cooperating center using 
funds provided by the rehabilitation agency; or, they may 
be paid employees of th^ rehabilitation agency. 

A State agency may, if its State plan so provides, 
operate a comprehensive Rehabilitation Center for Alcoholics, 
p^'oviding all the necessary services including evaluation 
and treatment • For example, in South Carolina the State 
Rehabilitation Center for Alcoholics is operated as a facil- 
ity of the South Carolina Vocational Rehabilitation Department. 

It is strongly recommended that a written agreement be 
executed by the heads of the cooperating agencies covering 
in detail the statement of goals, pK>licies, procedures, 
organization, financing, program content, and provisions 
for the agreement to be ujxiated at least annually (see 
Appendix B ) • 
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LOOKING TOWARD THE FL JRE* 



Given the scope of the problem of alcoholism in its 
human and economic context, what should be our stand as 
protagonists for programs and services needed to restore 
alcoholics to useful and productive lives? 

In an attempt to answer this question, I would like 
to offer some general observations and recommendations 
and speak of the future role of the Department of Health, 
Education, and Welfare and RSA as I view it. 

Firs t - We must continue to meet, talk, and write 
about the magnitude of the problem and responses that 
should (or must) be taken by public and private agencies, 
including government legislative bodies, to mount the kind 
of rehabilitation programs for the alcoholic that are 
necessary - that would be proportionate to and competitive 
with the demands of today - a^ this point in time and in 
history. We must keep the dialogue going - the pressure 
on . 



Second - We must be alert to and capitalize on 
opportunities that present themselves for developing 
programs designed specifically for treating alcoholism. 
This is essential if we are to make services more com- 
petitive and establish a baseline for future measurements 
of program results. 

Third - While special program emphasis is desirable 
at this time, it is my judgment that we would be short- 
sighted if we did not promote services for the alcoholic 
within the service programs already constituted and in 
operation. Alcoholism is found in all walks of life, 
male and female, young and old, and most ethnic groups. 

*From speech presented by W. A# Crunk, Associate Regional 
Commissioner for Rehabilitation Services, Social and 
Rehabilitation Service, DHEU, Charlottesville Regional 
Office, to the 1968 Institute on Rehabilitation Services, 
May 22, 1968. 
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Thus, concerted services, leading to social, medical, and 
vocational rehabilitation for the alcoholic, must eventu- 
ally become as readily available as they are for the 
physically disabled. While special treatment resources 
will always be required, many available services through 
our old line social, vocational, and health agencies are 
systematically denied by policy or professional attitude 
to persons suffering from alcoholism. These barriers to 
services must be broken down. 

From the RSA view, I think that rehabilitation of the 
alcoholic merits both a regional and national priority* 

The extension of services to the mentally ill and retarded 
is an example worthy of emulation. The successful exten- 
sion of services to the mentally ill and mentally retarded 
I believe can be attributed to two important factors: 

1, The mentally ill and retarded are easily identified 
and reached. They are found as ^'captive" popula- 
tion in our institutions, schools, et cetera, 

2, Powerful lay and professional groups - associations 
for the mentally retarded and mentally ill - have 
beon active in promoting the development of ser- 
vices for these disability groups. 

Both of these influencing factors have generally been 
lacking in respect to developing services for the alco- 
holics , 



The principal failure in rehabilitating the alcoholic 
appears to be the inability of service agencies (Federal 
and State) to expand services to neglected groups or areas 
of unmet need without external prodding. Fortunately, 
rehabilitation agencies (and this is to their everlasting 
cr edi t) have been the pleasant exception to this ’’business 
as usual” mode of operation. Yet, rehabilitation as one 
of the smaller public service agencies has been relatively 
vmsuccessful in serving large numbers of the disabled. 

But we have demonstrated that severely disadvantaged, 
disabled people can be rehabilitated; and therefore, we arc 
given an ever increasing role of leadership and respon- 
sibility in this area. At the Federal Social Rehabilitation 
Services level, the rehabilitation philosophy and concept is 
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being promoted at all operational levels in an effort to 
redirect and make more visible and accessible to handi- 
capped peopl e the services each agency has to offer 
individual ]y and in concert with associate agencies. 

Of equal significance is the redirection of services 
to the poor among our population, the 40 million of our 
citi^^ens who are subsisting at the poverty or near poverty 
level. We have only to look around us to see that the 
poor people are "getting in step" to demand improved 
housing, education, medical, and health services. We have 
never been engaged in a social revolution of such magnitude 
and intensity. Mamy of our rehabilitation services here- 
tofore have just not been available to them. You might 
say, with full justification, that such services were nol 
available to those in better economic circumstances. How- 
ever, the impact of denial of services to the poor has been 
greater. We have evidence that poverty begets more poverty 
and creates an environment of frustration and hostility due 
to the hopelessness of the situation in which the poor 
people exist. I feel that the spirit of the times demands 
that concerted, coordinated efforts be made to move the 
disadvantaged to an independent contributory role in the 
community. Of primary importance in thit= transition is 
a job for those who can '//ork. 

The significance of this effort to redirect resources, 
including staff, facilities, anl funding, should not be 
missed. What is visualized here is taking service prograr i 
outreach services - to where these people reside. 

Multi-agency coopera ti';o endeavors, common programs, 
and service goals will be established. Thus, a disabled 
person, such as a;i alcoholic who presents himself for ser- 
vice or is otherwise loctited and referred, will hAve an 
opportunity for services which have heretofore beer, lacking. 

To illustrate, I would like to share some of the 
agreements that are being reached between some State rehab- 
ilitation agencies and Public Welfare agencies* Sigtiif icait 
to those agreements is the fact that in each case the meotin 
between the two agencies was convened by the governor. The 
sp-jcific target group in APDC (Aid to Families with Depend?!. 
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Children) are p>arents and disabled family members which 
includes, I am confident, a sizable number of our 5 million 
alcoholics. Action items in these agreements are: 

1. Establishment of production goals to insure agency 
expectation and performance in the rehabilitation 
of public assistance applicants and recipients. 

2. Development of a classification instrument which 
would insure automatic ref er ral by welfare and 
automatic acceptance by vocational rehabilitation. 

3. Development of corollary referral standards (to 
automate referral procedure) which would yield 
adequate social, medical, and vocational infor- 
mation to insure automatic acceptance by 
vocational rehabilitation. 

a. Development of a conunon medical examination 
form ( or adequate medical abstract if prior 
medical information is available before 
referral to vocational rehab* talion). 

b. Provision of adequate identifying infonaation 
including family, social, and work information 
or histories. 

4. Assurance that physical restoration, except as 
mutually agreed, will be provided in the amount 
and extent necessary through the medical assis- 
tance programs rather than through vocationcil 
rehabilitation. (Applies to Title XIX states 
only.) 

5. Assurance that a single social and rehabi 1 i tat io?i 
plan is developed on all persons accepted in the 
concerted services program. (Requires joint 
planning and comiiitment by VR and welfare workers.) 

6. Empi^«yment or designation of a person on each SI te 
agency staff to provide leadership in carrying out 
objectives of the program. 
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7. Assurance that sufficient attention would be 
given to the training of joint service personnel 
to insure the success of the expanded VR-Welfare 
program, 

8. Acceptance of a specific date as the date for 
implementation of the cooperative program including 

a. Development of a program proposal 

b. Execution of a revised agreement in the ^^sense 
of a contract^' 

This represents a type of commitment we have never had 
between the two agencies before and, hopefully, will provide 
a more flexible agency approach to seeking out and meeting 
the needs of our alcoholics and other seriously disabled 
groups • 

In conclusion, T would leave you with these thoughts 
as to how I view government’s evolving stance toward agency 
performance in respect to the provision of social services 
and the expectations to be derived therefrom: 

1. Government no longer is activated by a social 
philosophy that merely forbids various practices 
or deals charitably with the unfortunate; but 
rather it is motivated to reallocate resources 
through political actions to produce social 
justice, adequate education, housing, rehabili- 
tation, and medical care, 

2. Increasingly, more questions are being asked 
regarding public funds being used for public 
purposes. Questioners are Congressmen, members 
of the executive staff at Federal and State 
levels, hard-fisted budget persons, and con- 
sumers of services. These people, as well as 
we, are looking for the relative payoffs f/om 
different kinds of public investments. 

3. Congress and the President, governors, and the 
general public want programs now that are tuned 
to the problems of our society and to the need 
for developing solutions to those problems. 
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4. Social service progreuns such as ours must reflect 
the willingness and capability to deal with these 
problems. This will require as a minimum the 
sacrificing of professionalisms and adjustments 
in existing roles of professionals to the end 
that we create human resources personnel who can 
achieve overall planning, program linkage, and 
expedited and simplified procedures in achieving 
social objectives. 

In these changing times, we have our greatest opportunity 
to focus attention on the needs of the alcoholic. This is the 
era for concerted service programs, program decentralizations, 
new approaches to planning, staff deployment, and cooperative 
funding . 
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Appendix A 



EMORY UNIVERSITY PROJECT FOR THE EXPANSION OF 
VOCATIONAL REHABILITATION SERVICES TO THE 
CHRONIC DRUNK COURT OFFENDER ALCOHOLIC 

Project Plan 



Introduction 



This service project will directly expand and provide 
a full range of vocational rehabilitation services now 
available in Georgia to include a large number of people, 
namely, the "hronic drunk court offender alcoholic, who 
heretofore have been served in a very limited number by 
the one counselor assigned to the Emory University Alcohol 
Project by the Stat e. Division of Vocational Rehabilitation. 

There are approximately 12,000 individuals in Atlanta, 
Georgia, classified as alcoholic drunk court offenders. Of 
these 12,000 individuals we estimate quite conservatively 
that approximately 4,000 are vocationally rehabilitatable. 
In time, the proposed project sti , ill have contact with 
nearly all of these 12,000 indivi .uals at the city court 
and City Prison Farm* In these contacts the alcoholics 
will be informed of the rehabilitation project's existence 
and availability to them. They will be encouraged to 
apply for the services from the project. It is estimated 
that an average of ten clients will apply each day, or 
approximately 2,500 will be screened in a step»w: je manner 
in a year's time. Of those evaluated approximately 600 
yearly will be accepted for continuation of the rehabili- 
tation process. This will be explained in greater detail 
under methodology. 

The specific objectives of this project will be to 
quickly ascertain which of the applicants for services 
have the greatest potential to return to and remain on 
a job commensurate with their abilities based on theii 
physical, mental, social, and vocational conditions. 

After once ascertaining who these people are, methods 
learned over the j>ast four years by the Emory University 
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School of Medicine, Department of Psychiatry and 
Vocational Rehabilitation, will be applied to place them 
cn a job, but. more important, to keep them employed. 

The treatment of their alcoholism, which involves voca- 
tional, physical, psychological, and social readjustments, 
will be carried on at the same time. This combination of 
placement on a job, continuation of support from vocational 
counselors and social workers, and treatment of the disease 
alcoholism all going on at the same time is an integral and 
unique aspect of the proposed project. This total process 
from initial evaluation to closure of the case will take a 
variable amount of time. Some individuals will require 
only a few months while others will require longer periods 
of time which probably should not exceed two years. It is 
important to realize that the very nature of this illness 
will necessitate a great deal of flexibility in opening, 
closing, and reopening cases to meet the primary objective 
of maintaining the individual's periods of productivity. 
Because the bulk of the rehabilitating process will be 
done after the client has returned to work, closure of a 
case should not follow traditional vocational rehabilita- 
tion standards but should be tailored to the individual. 
Also, because relapses are common, i.e., drinking resumed, 
in the alcoholic, reopening of a case can easily be done 
without the necessity of repeating many of the previous 
evaluation procedures . 

This project to expand vocational rehabilitation 
services is justified by many facts which are commonly 
known. First, clients with alcoholism, a recognized 
disease, have only recently been accepted in limited 
numbers for vocational rehabilitation services in Georgia. 
The chronic drunk court offender had not been served by 
the State vocational rehabilitation agency, prior to the 
advent of the Emory demonstration project, because this 
group has notoriously been refractory to change by pre- 
viously known methods of rehabilitation. 

The most important and unique feature of the proposed 
method of treating the chronic drunk court offender alco- 
holic is based on the recognition that these individuals 
are totally dependent upon others to take care of them. 
Knowing and accepting this makes the task of rehabilitation 
less difficult and less uncertain. 




The proposed project will use a multi-disciplinary 
approach to rehabilitate the drunk court offender alco- 
holic. Represented on the staff will be vocational 
rehabilitation counselors, social workers, a clinical 
chaplain, psychologists, physicians, and psychiatrists. 
The main emphasis in rehabilitation will be on '^reaching 
out” for the clients rather than the traditional waiting 
for the client to request services. This reaching out 
is necessary because of the passive, dependent nature of 
the alcoholic. Once he is involved in the rehabilitation 
process he must be continuously supported until his total 
dependency can be changed so that he is sufficiently inde 
pendent to function in society and to maintain employment 



Methodology 



1, Facilities 



A* Major facilities 

Headquarters for the project consists of 9,400 
square feet of office space. This will house 
the majority of the staff and will be the center 
where the most extensive screening of clients 
will take place, and the majority of the treat- 
ment and rehabilitation service will be carried 
out here. 

In addition, 1,600 square feet of space will be 
used at Grady Memorial Hospital, this sf>ace 
serving as the clinical facility of the project 
where clients* physical health will be evaluated 
and treated. Also, the second phase of the 
screening process (which will be described later) 
for client selection will be carried out here. 

The location in Grady Memorial Hospital will 
facilitate obtaining service from other medical 
clinics when needed. Grady Hospital is the 
community's charity hospital having a bed capac- 
ity of 789 and a full range of out-patient 
services. It is the principal teaching facility 
of the Emory University School of Medicine. 
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The project headquarters and Grady Hospital are 
within short walking distance of each other. They 
are both similarly close to the city municipal 
court from which many of the project’s clients 
will be recruited. The close physical proximity 
of these facilities will enhance the coordination, 
activities, and services of the project. 

B. Cooperating facilities 

(1) Atlanta’s Municipal Court 

An average of 100 cases daily are tried in 
the municipal court on a charge of public 
intoxication. The handling of these cases 
is such that it will be possible for the 
project staff to carry out a very brief and 
cursory examination of those appearing each 
day in the court. 

(2) City Prison Farm 

This is the city’s penal facility which has 
a daily census of approximately 700 with over 
90 % of these individuals being incarcerated 
for public intoxication. The majority of 
these individuals are chronic drunk court 
offenders. About one-half of the clients 
for the rehabilitation project will be 
recruited from the City Prison Farm. Project 
teams, consisting of Vocational Rehabilitation 
counselors and social workers, will make bi- 
weekly visits to the Prison Farm, informing 
the inmates about the rehabilitation service 
and carrying out the first phase of the 
screening process in selecting c li ent s for 
further screening. 

(3) Atlanta Employment Evaluation and Service 
Center 

This is a facility sponsored by Vocational 
Rehabilitation and Economic Opportunity 
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Atlanta to evaluate hard core unemployed and 
then refer them to appropriate agencies for 
assistance* This new facility is seen as a 
major resource for the project. It is an- 
ticipated that, some of our clients will be 
referred from this agency. 

(4) St. Jude^s House 



This is a church-supported half-way house 
for chronic drunk court offender alcoholics. 

It has a capacity of 40 residents. Referrals 
from the rehabilitation project who need 
housing will live here for variable periods 
of time on a rent basis paid by the individual. 



(5) Salvation Army and Atlanta Union Mission 



Temporary short term or long term housing, 
when needed by a client, will be provided 
by these agencies. The project will assist 
these agencies in developing a therapeutic 
environment for the clients of the project 
who will be using their housing facilities. 



(6) Other community facilities 

Other community facilities which will be 
utilized at times are the medical and psy- 
chiatric clinics at Grady Memorial Hospital, 
short term intensive inpatient psychiatric 
ward at Grady Memorial Hospital, State psy- 
chiatric hospitals and alcohol treatment 
f ac ility, Fulton County Fami ly and Chi Idr cn 
Services, State Def>artmont of Labor, and the 
EGA Legal Assistance Program. Wc should 
like to emphasize that this project will be 
a comprehensive community approach to the 
problem of the chronic alcoholic who is 
arrested over and over again for public 
intoxication. All related services in the 
communi ty have already been mobi 1 i zed to 
assist in the total injilemcniaiion of this 
]>ro ject . 
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2. Procedures 



The aim of the methods employed is to select those 
clients who, in the judgment of the project's st^iff, 
have the best potential for rehabilitation. The 
selection of clients is to be done by means of a 
step-wise screening and evaluation. Once an indi- 
vidual has been accepted for rehabilitation service 
the major objective is to get the individual employed 
and maintain his employment primarily through efforts 
to perpetuate his sobriety. 

A. Client source and selection 

Clients for the rehabilitation project will be 
obtained primarily from the municipal court and 
the City Prison Farm. Also, some cases will be 
referred to the project from the Atlanta Employ- 
ment Evaluation and Service Center, the Fulton 
County Court system, other social and health 
agencies, and occasionally by private physicians. 

The initial contacts with Ihe prospective clients 
at the court and City Prison Farm will be made by 
teams composed of a vocational rehabilitation 
counselor and a social worker. By this method 
the rehabilitation project will have contact with 
the majority of the 12,00(J chronic drunk court 
offenders, such that they will be informed of the 
services available. From this i>opulation SO 
individuals will be selected each week for the 
second phase of the screening process and brought 
to the clinical facility at Grady Hospital for 
the second phase of screening. 

The second phase of the screening process will 
consist of a brief interview with the vocational 
rehabilitation counselor to obtain an impression 
of the individual’s work |>otential, a psychiatric 
interview to determine if there are gross dis- 
turbances in metital functioning, a social worker 
interview to determine the it jdi vidua 1 ' s current 
environmental status and immediate needs such as 
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housing, and a brief medical evaluation primarily 
to determine if the individual has any severe 
physical disability and if he can be started on 
Antabuse, a drug which prohibits drii;king 
immediately . 

Approximately 2,500 individuals will go through 
this second phase of screening and from the 50 
subjects seen weekly the 25 most promising will 
be selected on the basis of a brief staffing to 
undergo a more extensive evaluation. In the 
second phase, the individual will be placed on 
Antabuse and housing arranged, if needed, at the 
Salvation Army or Union Mission. 

The 25 individuals selected weekly for the third 
phase of the screening process will be seen for 
this phase bf the evaluation within several days 
of the initial contact with the subject. A total 
of approximately 1,250 individuals v/ill be ev. 1- 
uated in this third phase of the screening pr^ s. 
It will consist of obtaining a complete work 
history by the vocational rehabilitation counsolc rj , 
with a determination of special job experience a^Kl 
training. Also, information pertaining to thr» Ic /cl 
of education will be obtained. Subjects will be 
giv'en the Bela TQ test, test for brain damage ar^rl 
the Alcadd test for alcoholism. A physical i- 

nation will be made by the staff's internist to 
determine what factors tend to perpetuate the 
subject's drinking. A clinical psychiatric inter- 
view by the staff's psychiatrist will be made to 
evaluate the subject's current level of mental 
functioning, his degree of psychopathology and to 
estimate the subject's amenability to the treat- 
ment and rehabilitation process. 

Following this third phase of the screening and 
evaluation a staffing of each subject will he 
carried out jointly by the vocational rehabil- 
itation counselor , the internist, the social 
worker, and the psychiatrist to determine if 
the client will be accepted for rehabilitation. 
Criteria for selection are presented below. 
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B. Criteria for selection for rehabilitation 

Selection of a subject will be based cn the 
decision of the joint staffing following the 
third phase cl screening. Criteria will be as 
follows: 

(1; Primary disability of alcoholism. 

(2) Absence of severe physical impairment. 

(3) Absence of severe brain damage. 

(4) Past history of productivity. 

(5) History of efforts to control drinking in 
past • 

(6) Evidence of motivation as exhibited by 
degree of cooperation during screening 
process; for example, the subject's will- 
ingness to take Antabuse. 

(7) Usual criteria used in selecting VR clients 
throughout State . 

C. Rehabilitation procedure and staff function 

The prima.^^y aim of the rehabilitation procedures 
is to assist the client in becoming employed and 
to maintain his employment. 

(1) Initial ptocedures 

The aim initially is to prohibit the 
individual’s drinking through the use of 
Antabuse and by assisting the client in 
obtaining the daily necessities for living, 
food and shelter, such that the frustration 
that would otherwise be incurred in obtain- 
ing these necessities will not predisp>ose 
the individual to resumption of the use of 
alcohol . Treatment of phys ical disabilities 
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where present and where interfering with 
client's work potential will be undertaken 
through referral to the appropriate medical 
clinics at Grady Memorial Hospital, The 
staff at Grady Hospital will assist clients 
in obtaininc maocimum benefits in Grady 
Hospital's facilities. 

The typical client will then, within an 
extremely short period after evaluation, be 
ready to obtain employment. The client him- 
self will fre<luently be able to locate his 
own emo.’oyment, this being facilitated by 
reassurances to the employer by vocational 
rehabilitation counselors that the client is 
now under treatment for his alcoholism. In 
other instances employment for the client will 
be obtained through the efforts and contacts 
of the Vocational rehabilitation counselor or 
through referral to the State employment 
agency , 

(2) Maintenance procedures 

Once the initial phase of rehabilitation has 
been accomplished and the client is employed 
the major objective of maintaining the indi- 
vidual's employment and promoting job stability 
begins. 

The methods whereby this goal is attained will 
vary with the individual client, but in general 
involve the following approaches? 

(a) Drug therapy 

Continued use of Antabuse and other 
medication to promote sobriety carried 
out by the staff psychiatr i s t and 
internist. 
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(b) Individual and group contact 

Regular and unscheduled individual arid 
group contact by the clients with the 
Voca^^ional Rehabilitation counselors will 
be initiated to discuss and work out prob- 
lems related to the client's work, to 
help resolve the realistic problems with 
employment and to help the client recog- 
nize what aspects of his own personality 
contribute to difficulty in performing 
his work such that the individual may 
learn to more adequately deal with these 
areas . 

(c) Social Work Services 

Counseling will be done both regularly 
and as needed with the individual clients 
and at times with the clients and spouses 
to help resolve social situations Which 
predispose the client toward the resumption 
of the use of alcohol* Group therapy will 
be utilized to the saone end and to help the 
client better understand and control his 
own behavior . The soc i tal worker will also 
help the client in obtaining assistance 
from other resources in the community where 
appropriate, such as welfare and social 
agencies . 

Another of the important characteristics 
of the rehabilitation procedure has to 
do with the staff being available to the 
client at all times so that he can have 
someoue to talk with and help him resolve 
immediately distressing and frustrating 
situations, thereby tending to prevent 
the client’s return to the ira^xilsive use 
of alcohol with its consequent adverse 
effect on his employment. In time the 
client will learn a more productive way 
of handling his problems. 
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(d) Joint staff conferences 

Joint staff conferences will be held 
regularly to facilitate the rehabil- 
itation procedures by discussing current 
cases in order to integrate staff efforts 
and modify approaches when needed. 

(e) Housing 

Hoiising provided on a rent basis or at 
no cost for variable periods during 
rehabilitation will be needed for some 
clients. This will be provided through 
the project’s contact with the St. Jude's 
Halfway House for alcoholics and through 
the Salvation Army. These facilities 
are of particular importance for those 
clients who need to be reintegrated into 
a non-drinking social group rather than 
allowing them to continue to exist in a 
situation in which their own social con- 
tact is with people who are drinking 
excessively. 

(3> Duration of rehabilitation procedures 

Duration of an individual's contact with the 
project will be variable. 

Cases, in general, will be closed when a 
client has remained steadily employed and 
manifests no indication of impairment in 
productivity from alcoholism for a period 
of six months* 

D* Project analysis 

(1) Monthly te^K>rls 

Monthly reports to the Division of Vocational 
Rehabilitation are to be submitted indicating 
number of active cases and their rehabilitation 
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status, number of new cases, number of cases 
closed along with their disposition, as well 
as information cone erning number of cases 
seen in the second and third phases of screen- 
ing. All of the information concerning cases 
is to be freely available to the Division of 
Vocational Rehabi li ta t ion . 

(2) Evaluation of results 

Information regarding employment and earnings 
is to be collected on each client for a one 
year period prior to acceptance on the pro- 
ject. Similar information will be collected 
while the case is active and for 12 months 
following closure of the case so that an 
evaluation of the effectiveness and cost of 
rehabilitation can be made. 

Also the influence of the project on changing 
the financial burden on the varicirs welfare 
agencies will be determined. 

Effect of the project will be evaluated in 
terms of reduction in arrest rate for the 
individual client and for the community at 
large . 
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WCATIONAL REHABILITATION ALCOHOL 1 ROJECT 
41 Exchange Place, SE, Atlanta. Ga. 
Dr. Janes Alford, Project Director 



INTAKE AND SCREENING PROCEDURES 



December 29, 1967 
(Revised) 



Phase I_: 

Any new patient (not known to the Project previously) 
or any patient whose case has been closed but has not been 
discussed previously in a Project Intake Staffing Conference 
will be received by the receptionist who will ask each 
patient to fill out a Project Application Form. Those 
patients whose cases have been closed but whose cases have 
previously been discussed in a Project Intake Staffing Con- 
ference will be screened by a case aide for a determination 
as to whether their cases should remain closed or whether 
they should be reopenedi If it is decided, with the assis- 
tance of the Project Director, social worker, and/or Chief 
VR Counselor if necessary, that the case should be reopened, 
a determination will be made as to the {X)int in the screen- 
ing process at which the patient should be placed. Generally 
speaking, patients who have not had a general physical exam- 
ination in the Project within the past six months will be 
required to have a new general medical examination. 

If any patient needs help in completing the Application 
Fo..m discussed above, the receptionist will call the case 
aide on intake duty to assist the patient with this process. 
If the patient indicates that he is unable to complete the 
form because he is presently without his eyeglasses, he will 
be given a pair of reading glasses for his temporary use in 
completing the Application. If the patient maintains that 
he is still unable to complete the form with the reading 
glasses, but could do so with his otvn eyeglasses, his word 
on this will be accepted and an accurate assessment of his 
vision will be postponed until later. 
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Regarding those patients ^who are obviously intoxicated 
or who are manifesting symptoms of alcohol withdrawiil , the 
receptionist will keep a simple count or tally on the number 
of such individuals. The receptionist or the case aide will 
suggest to these patients, when it is appropriate to do so, 
that they seek treatment immediately at the Grady Hospital 
Emergency Clinic and return tc the Project at a later time 
when they are sober and not suffering from withdrawal 
symptoms . 

If the data obtained on the Application Form indicates 
that the patient (either new patient or a previously closed 
case) is ruled out by any of the eligibility criteria listed 
below, the case aide will then inform the patient privately 
(in the case aide’s office rather than in the waiting room 
or in the hallway) that he is not eligible for services 
from the Project; and the patient will be given any referral 
assistance that is necessary and appropriate. If the case 
aide determines that the applicant is not excluded at this 
point on the basis of the eligibility criteria listed below 
or on the basis of other criteria which the Chief Social 
Worker or Chief VR Counselor might employ, the case aide 
will continue the usual intake interview with the patient. 

The case aide will next tarrange for the patient to 
proceed to Phase II of the screening process. 

The criteria to be used in Phase I are the following: 

1. Age-“Any |>atient who is 55 years or older will be 
excluded. 

2. Li tcracy--Anyone who is unable to read and write 
(except for visual problem to be resolved later) 
will be excluded. 

3. Number of Ar rests--Anyone who has not had 
minimum of two arrests for public intoxication 
during the past 12-month period will be excluded. 

4. Present Condition--Any Project activity or. any 
patient who manifests symj^tons of intoxication 
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or of withdrawal from alcohol will be deferred 
unt i 1 the j>at ien t returns at a later date and no 
longer manifests such symptoms. 

5. Any j>atient who insists that he would not consider 
taking Antabuse under any circumstances will be 
excluded • 

Phas e II ; 

Phai.e II of the Screening Process consists of the 
psychological testing and the patiezit's interview with the 
VR counselor. The testing procedures for Phase II are 
as follows: 

1. Patients may be scheduled any day 8:30 a, m. to 
3:00 p.m. for testing, 

2. Patients will be given the entire battery of 
tests in one session. The Shipley-Har tford will 
be administered first; failure on this test is 
considered justification for termination in most 
cases. ^'Barely failing’' cases and those for which 
there is some doubt about the validity of the 
Shij)ley-Mar tford may be retested on the Otis- 
Lennon, A score of 75 or more on either IQ tests 
qualifies an applicant to take the MMPI , Case- 
workers will be notified immediately via a rejy^rt 
from t?ie psychologist whether a patient has sat- 
isfied the Project's IQ requirement in order that 
either arrangements for Phase III processing can 
begin, or the case aide can inform the jxilLent at 
this jK>int that he cannot be accepted by the 
Project. (The psj'chologist will, in addition, 
transmit periodically the following Information: 

(1) the names of those patients who have not 
appeared for testing following a Iwo-weck interval 
after making an apjxjinlncnt for Ihis purf>ose, 

(2) the names of those ;>aiienls who have beer 
accepted in Phase I but who have not appeared 
during the p>ast 30- day period t'lr testing, and 

(1) the names of those jvxtienls who hav^c completed 
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part, but not all, of the testing and who left 
the Project offices without authorization and 
failed to make another appointment for testing,) 



3. MMPI results will not ordinarily be available 
for several days following testing. When all 
tests have been given, scored, and interpreted, 
the Psychometric Evaluation Report will be com- 
pleted by the psychometrist and a copy furnished 
to the social work file and the VR file. Cases 
scheduled for staffing will be given priority. 



If the patient manifests some questionable physical 
condition of a very serious nature, he should proceed to 
Phase III of the screening without completing the routine 
screening of Phase II, 



Screening Procedures 



At the completion of the psychological testing, the 
case aide will schedule the patient for an intake inter- 
view with the Vocational Rehabilitation Counselor, unless 
the patient is screened out by the testing. If the patient 
is screened out at this point, the case aide will inform 
the patient of his termination, carry out the necessary 
and appropriate referral assistance, and complete a Notice 
of Action Form showing that the case is closed as Not 
Feasible, 



If the patient is not screened out at this point, the 
Vocational Rehabilitation Counselor will see this f>atient 
immediately, or as soon as possible. The case aide will 
transmit the patient’s case record to the VR Counselor fo. 
the CCTinselor’s intake interview with the patient. Follow- 
ing his interview with the patient, the counselor will 
return the case record to the case aide. The case aide 
will them proceed to schedule the patient's appointments 
for the medical and psychiatric examinations. 
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Phase III ! 

The medical and/or psychiatric exajrii nations will 
comprise this portion of the screening. 

Once all this information and data gathering process 
is completed, the patient will be presented at the Intake 
Staffing Conference for further evaluation, recommenclat ions 
and disposition. The psychiatrist at the Intake Staffing 
Conference will be responsible for decisions regarding 
further psychological testing and evaluation, and this 
decision will be made at the time of the Intake Staffing 
Conference. If the case is accepted for services in the 
Intake Staffing Conference, the psychiatrist at the Con- 
ference, in consultation with the Chief Social Worker and 
Chief VR Counselor, will make the assignment of the case 
to the social worker and the VR counselor who will actually 
work with the client. 



If the patient is determined to be ineligible for 
services through failing to meet any of the criteria to 
be used in Phase III of the screening ( psychopat hology , 
Antabuse contraindicated, serious physical impairment, or 
handicap) or is rejected in the Intake Staffing Conference, 
the patient will be so notified by the case aide; and, 
again, appropriate referral assistance will be rendered 
the patient by the case aide. 



We would like to emphasize the following; Case aides 
are to be responsible for the progression of the patient 
through the screening process and until the patient's case 
has been discussed in the Intake Staffing Conference. In 
some instances, the case aide will be assigned certain 
resfons ibi 1 i t i es following the Intake Staffing Conference 
until the patient is transferred to one of the staff social 
Workers . 



This means that the case 
following closely the j>aticnt' 
ing process, for coordinating 
and for nakiny this process a? 
the patient, Ti will be injxjr 
obserx'e closely the patient's 



aide will be responsible for 
s progress through the screen 
this process for the patient, 
constructive as {X)ssible for 
tant for the case aide to 
reactions to the various 
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procedures in the screening process and to give the 
patient appropriate support and opjxjrtunity for venti- 
lation of his feelings throughout the process. It will 
also be the responsiblity of the case aide to terminate 
the process and close the patient ^s case when the patient 
fails to resjxjnd sufficiently to allow the screening pro- 
cess to continue. The case aide will exercise as much 
appropriate effort as |X)ssible in a«:disting patients to 
follow through in the screening process and to prevent 
the drop-out of patients from the process. Needless to 
say, the case aides will need the full cooperation of all 
other members of the Project staff in order to discharge 
tliis challenging responsibility in a satisfactory manner. 
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Appendix B 



SAMPLE PROPOSAL AND AGREEMENT 

A Proposal for the Establishment of a 
Vocational Rehabilitation Unit within 
the Alcoholic Rehabilitation Center 
Butner, North Carolina 



During the past several years, the Division of 
Vocational Rehabilitation and the Department of Mental 
Health have realized substantial success by working 
cooperatively in the rehabilitation of the mentally 
handicapped. Presently, the two parties share areas of 
common interest and responsibility in Alcoholic Reha- 
bilitation; and, therefore, they again wish to combine 
and coordinate their resources and work cooperatively 
toward providing a more effective rehabilitation program 
for the alcoholic. 

he prograjn herein proposed is for the establishment 
of a Vocational Rehabilitation Unit within the Alcoholic 
Rehabilitation Center at Butner, North Carolina. The 
Alcoholic Rehabilitation Center is a State operated in- 
patient facility with a capacity of 50 patients and having 
approximately 600 admissions annually. The Center cur- 
rently serves the entire State and offers an intensive 
short term (30 day) therapy progreun for voluntary patients. 
The Center's program utilizes mecical, psychiatric, 
psychological, and social services in the approach to 
rehabilitat ion . 

It has been evident for some time now that, upon 
completion of the 30-day program, the patient is dis- 
charged without adequate follow-up services and, in many 
instances, totally unprepared to meet the social, econcomic, 
and vocational demands of life. This point is vividly 
illustrated by the fact that 40% of the Center's patients 
are chronically unemployed and an even greater percentage 
are in need of vocational counseling and guidance, job 
placement, training, and other related services in order 
to make a successful adjustment lo life. 
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These critically needed services are presently 
beyond the scope of the Center, and they all fall within 
tV:e traditional realm of Vocational Rehabilitation, In 
order to meet this critical need and thereby provide a 
comprehensive program which would be expected to produce 
more effective overall results than have otherwise been 
experienced, a special Vocational Rehabilitation Unit 
based within the Center and projected Into the community 
through a highly mobile staff will be established. The 
Vocational Rehabilitation Unit will be a separate entity 
within the Center, and it will function to combine and 
coordinate the services of the Center with the services 
of Vocational Rehabilitation. The unit ivill be designed* 
organised, and staffed to: 

1. Provide a vocationally-oriented rehabilitation 
unit v/ithin the Center. 

2. Provide continuity in the alcoholic rehabilitation 
j)rocess during the transition from the Center to 
the community . 

3. Provide a means for extending rehabilitation and 
follow-up services to the alcoholic until a suc*- 
cessful adjustment to the job is made. 

4. Provide a means for increasing substantially the 
number of alcoholics who become vocationally 
rehabilitated » 

In order to carry out these objectives, the unites 
staff will take a team approach viewing the alcoholic 
from the hclistic vie v])oiiit und wittt the basic orientation 
that alcoholic rehabilitation involves: 



1 . 

2 . 



Medical «\nd jisychialric rehabilitation* 

Social, family, and interpersonal rehabilitation. 
Vocational rehabilitation. 
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The staff will consist of a Unit Supervisor, a 
Vocational Rehabilitation Case Service Supervisor, a 
Social Service Superv^isor, a Psychologist, two Reha- 
bilitation Counselors, two Social Workers, and three 
Stenographers. All professional staff members will 
attend a short-term training program prior to the 
es tabl i shment of the unit. 

Each patient at the Center wall be referred to the 
Vocational Rehabilitation Unit for determination of 
eligibility and need for its services. 

All patients of the Center will become reported 
referrals to Vocational Rehabilitation, and it is 
anticipated that between 300 and 500 of these referrals 
will become active Vocational Rehabilitation clients 
each year. 

All patients who are found to be eligible and in 
need of V^ocational Rehabilitation services will be offered 
all services normally offered other Vocational Rehabilita- 
tion clients in accordance with the State Plan. Other 
than the rehabilitation services specifically outlined 
and defined by the Scate Plan, the unit staff will: 

1. Contribute to the patient-client’s total 
treatment program by providing group and 
individual counseling in social, Vocational, 
and personal adjustment areas. 

2 ^ Contribute to the patient-client's total 

evaluation program by providing psychological 
testing and social-vocational-fajdily assesc,ment. 

3. Provide intensive counseling and social service 
for the alcoholic's family. 

Concentrate on ircrccasing the alcoholic's 
employability to a level and area conducive to 
mcTital health. 
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5. Make use of vocational rehabilitation mental 
health resources outride of the Center, such 

as sheltered workshops and r eha.bi litation homes* 

6. Help employers, local agencies, and organizations 
better understand alcoholics by working with 
Alcoholic Information Centers and other agencies 
concerned with the prcbleir. of alcoholism. 

7. Collect research and evaluative data on the 
characteristics of the alcoholic by administer- 
ing a battery of standardized psychological 
tests to each patient-client served by the unit. 

Th':; community, family, and public information aspects 
of the program are felt to be essential; and, therefore, 
the statf’s time and function will be designed so as to 
insure thcat beth the institutional and community aspects 
of the program receive adequate and appropriate attention. 



The Alcoholic Rehabilitation Center will remain 
responsible for all in-patient diagnostic and treatment 
services. Patient-clients who are in need of treatment 
services after discharge from the Center will be provided 
services in their local communities through regular 
Section 2 case service funds in accordance with the State 
Plan. The unit will provide follow-up services for all 
clients residing within a reasonable radius of the Center, 
and those clients residing outside the radius will be 
transferred to the respective District Office of Vocational 
Rehabilitation uj>on discharge. 



The Vocational Rchabi litatior. Unit will function as 
an integral part of the Division ov Vocational Rehabilita- 
tion. The Unit Supervisor will be under the direct 
supervision of the Coordinator for the Mentally !tand- 
icapped. Division of Vocational F?chabilitat ion, Raleigh, 
North Carolina, and jointly responsible to the Medical 
Director of the Alcoholic Rehabilitation Center. 

The Center will a so provide the unit with office 
space, utilities, and janitorial services. 
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The unit will be financed on a yearly budget basis 
through Section 2 Vocational Rehabilitation funds. The 
Alcoholic Rehabilitation Center will initially assign a 
Unit Supervisor, a Psychologist , a Social Work Supervi- 
sor! and a Stenographer to the unit's staff and certify 
their salaries as the State's share of the matching 
ratio. Additional contributions may be made later if 
the program or funding arrangements are in need of 
alterations • 

Professional and administrative personnel from the 
unit, the Alcoholic Rehabilitation Center, and the Divi- 
sion of Vocation?*! Rehabilitation will meet periodically 
to review the effectiveness of the unit and to make 
recommendations for any changes which might be indicated. 
If the Vocational Rehabilitation Unit proves to be an 
effective approach to Alcoholic Rehabilitation, similar 
units will probably be incorporated into other Alcoholic 
Pehabi li t at iori Centers which will soon be established 
vhroughout North Carolina, 



13 



O 



- 120 



AN AGREEMENT 



I , Parties 



This aaroement is entered into between the 
Division of Vocational Rehabilitation of the 
North Carolina State Board of Education and the 
North Carolina Department of Mental Health. 

II • Object ives of the Agreement 

This agreement provides for the establishment 
and operation of a Vocational Rehabilitation Unit 
within the Alcoholic Rehabilitation Center, lutner, 
North Carolina, for the purpose of: 

1. Providing a more effective program of 
rehabilitation services for patients of 
the Alcoholic Rehabilitation Center; 

2. Increasing substantially the number of 
alc<')holics who become vocationally 
rehabilitated. 

III. Organizat ion and Function of the Unit 

The Vocational Rehabilitation Unit will be 
established within the Alcoholic Rehabilitation 
Center. It will be staffed with a Unit Supervisor, 
a Vocational Rehabilitation Case Service Supervi- 
sor, a Social Work Supervisor, a Psychologist , 
two Rehabilitation Counselors, two Social Workers, 
and three Stenographers. The Unit Supervisor 
will be under the direct r.uj^ervislon of the 
Coordinator for the Mentally Handicapj)ed, Division 
of Vocational Rehabilitation, R?,leigh, North 
Carolina, and jointly r esj>oriGible to the Medical 
Director, Alcoholic Rehabilitation Center, Butner, 
North Carolina. 
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The unit will combine and coordinate the 
services of the Alcoholic Rehabilitation Center 
with the services of Vocational Rehabilitation 
and it will func t ion to : 



1. Provide a vocationally oriented 
rehabilitation unit within the 

i nst i tut ion * 

2. Provide continuity in the alcoholic’s 
vocational rehabilitation procesvi durinQ 
the transition from the institution to 
the community. 

3. Provide a means for extending v^ocational 
rehabilitation and follow-up servlc es tc 
the alcoholic until a successful adjvist- 
ment to the job is made. 



I V . Rehabi li tat ion Services Provided by the Unit 

All patients of the Center will be referred 
to the Vocational Rehabilitation Unit where they 
will be screened to determine eligibility and need 
for services. Those patients found eligible and 
in need of vocational rehabilitation services will 
be offered all services which are normally offered 
other Vocational Rehabilitation clients in accor- 
dance with the Scale Plan. Other than those 
services specifically outlined in the State Plan, 
the unit staff will: 



1. Contribute to the pya t i ent -c I i en t ’ s total 
treatment program by providing group and 
individual counseling in soc ia 1 , voca*’ 
tional, and personal adji^stment areas. 

2. Contribute to the patient-r. lient’s total 
evaluation by providing psychological 
testing and social-voca t ional -family 

a ssessment * 
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3. Provide intensive counseling and social case- 
work for the alcoholic's family. 

4. Concentrate on increasing the alcoholic's 
employabi li ty to a level and area condu- 
cive to good mental health. 

5. Work to help employers better understand 
alcoholism. 

6. Collect research data on the characteristics 
o' the alcoholic by administering a battery 
of standardized psychological tests to each 
patient-client. The battery will iriCludo 
the WAIS, MMPI , and California V^sychological 
I nventory • 

The unit's staff will provide follow-up services 
within a reasonable radius of the Center. Patient- 
clients residing outside this radius will be 
transferred to the respective District Office of 
Vocational Rehabilitation upon discharge. 

V. Funding Arrangemei it s 

The Vocational Rehabilitation Unit, being an 
integral part of the Division of Vocational Reha- 
bilitation, is to be financed in the same manner 
as other functions of the Division by the use of 
State and Federal matching funds as required under 
Section 2 of the Federal Vocational Rehabilitation 
Act. Financing the rehabilitation unit shall be 
on an annual budget basis to insure continuity of 
operations. To receive Federal matching funds, 
the Division of Vocational Rehabilitation will 
provide State funds equal to the State’s share of 
planned expenditures as specified in the Federal 
Act. The Alcoholic Rehabilitation Cecter 'vill 
contribute annually a specified sum as the State's 
share of the matching funds. The Center’s contri- 
bution will be funds provided in the form of staff 
which can be charged directly to the unit's budget. 

Any contribution of funds shall be made available 
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for expenditure at the sole discretion of the 
Division of Vocational Rehabilitation. The 
contribution by the Alcoholic Rehabi li tati on 
Center will be duly identified and accounted 
for and constitute the State's matchino 
requirement of the total annual operating cost 
of the rehabilitation unit. The Divisior^ of 
Vocational Rehabilitation will maintain such 
accounts and supporting documents that will 
permit an accurate determination at any time 
of the status of State and Federal partici- 
pation of expenditures incurred in the operation 
of the rehabilitation unit. The specific terms 
cf each annual budget will be worked out jointly 
and agreed to in writing by the parties prior to 
the beginning of the fiscal V3?ar. The business 
manager of the Alcoholic Rehabilitation Center 
agrees to report monthly to the Division of 
Vocational Rehabilitation the amount of funds 
or ser vie £fS-in-kind which are certified to the 
Division . 

VI » Pesp)onsibiliti es the D ivision of Vocational 
Re habilitation 

1, To accept cash or in kind contributions 
from the Alcoholic Rehabilitation Center 
and use such funds as the State's portion 
of the matching ratio to obtain Federal 
funds to operate the rehabilitation unit. 

2, To assign one Supervisor, two Counselors, 
two Social Workers, and two Stenographers 
to the unit's staff. 

3, To provide direct administrative and 

j ‘ofessional supervision and consultation 
to the unit through the Coordinator for 
the Mentally Handicapped, Division of 
Vocational Rehabilitation , Raleigh, 

Nor t h Carolina , 
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4. To provide vocational rehabilitation 
services to all referrals from the 
Alcoholic Kehabi litation Center who 
are /ound to be eligible for and in 
need of services in accordance with 
the State Plan, 

5. To approve all unit and case services 
expenditures in accordance with the 
State Plan. 

6. To provide adeguate office equipment, 
travel expenses, and Jong distance 
telephone services to the unites staff, 

7. To coordinate the functions of the 
Vocational Rehabilitation Unit with 

the needs of the Alcoholic Rehabilitation 
Center » 

VII, Rcsix>ns ibi 1 i t ics of the Department of Mental 
Health 

1, To assign one Psychologist, one Unit 
Supervisor, one Social Work Supervisor, 
and one Stenographer to the unit and 
designate such as the State's share for 
matching purp>oses in obtaining Federal 
funds to operate the unit. For further 
development of the program, the depart- 
ment may provide additional cash or in 
kind contributions, 

2, To provide adequate office sjiacc, 
.janitorial services , and utilities 

(with the exception of long distance 
telephone services) with which to 
c per ate the uni t , 

3, To provide the medical and psychiatric 
diagnostic ai'.d treatment services which 
arc currently, t radi t iorral ly , and legally 
I he responsibility of the \lroholic 
Rehabilitation Center, 
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4. To provide medical and psychiatric 
consul tat ive services to the uni t • 

5. To make available adequate medical 
and paychiat r ic information about 
persons referred to the unit. 

6. To coorditMte the functions of the 
Alcoholic Rehabilitation Center with 
the needs of the Vocational Rehabil- 
i tat ion Uni t . 



VIII. Miscellaneous Provisions 



1. All parties to this agreement are 
currently in compliance with the 
provisions of. Title VI of the Civil 
Rights Act of 1<^64. 

2. The terms to this agreement may be 
changed or modified upon mutua] consent 
of the parties . 

3. The terras of this agreeraont are subject 
to approval by the Vocational Rehabili- 
tation Regional Office, Charlottesville, 
Virginia. 



4. This agreement may be terminated by 
either party hereto upen ‘ixty (60) 
days’ written notree. This agreement 
is entered into and becomes effective 
on this the 2nd day of February , 1967 



N. C. Dcpartmoiit of Mental 
Health 

Raleigh, North Carolina 



Division of Vocational 
Rehabi 1 i tation 
Raleigh, North Carolina 
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Appendix C 

REVIEW Or LITERATURE AND SELECTED REFERENCES 



The purpose l ' this appendix is to provide the 
reader a brief overview of major findings and to provide 
references to related literature and research on alco- 
holism pertinent tc the following catevjories: (1) 

personality factors, (2) physiological factors, (3) 
socio-cu.ltural factors, and (4) effects of treatment. 

Some of the major references one may find helpful 
art.; (1) Jellinek’s The Disease Co ncept of Alcoholism 
'in which he explores the historical development of 
attitudes toward alcoholism as a disease* (2) Blum and 
Bluu’s A lcoholism , Modern Psychological Approaches to 
Treatment which summarizes the latest in psychological 
and social treatment methods of alcoholism and presents 
a series of far roacning recommendations for improving 
treatment at individual, group and community levels* 

(3) Ruth Fox's Alcoholism , Behavioral Research , Thera - 
peutic Ap proaches in which an attempt is made to present 
a comprehensive picture of recent behavioral and thera- 
peutic approaches to alcoholism. (4) Pittman’s Alcoholism 
in which is presented results from recent scientific 
studies on alcoholism and clinical experiences of prac- 
titioners in the field. (5) Booklet edited by Tatham for 
HEW (RSA), Alcoholism Rehabilitation , Local-State - Federal , 
which reports proceedings of the National Conference on 
alcoholism and vocational programs held at the University 
of Chicago, January 5-7, 1965. (6) The Classified 

Abstract Archive of the Alcohol Literature (CAAAL) which 
has been in operation for more than 25 years and is 
maintained by the Rutgers University Center of Alcohol 
Studies. The Archive is first of all, a collection of 
abstracts and scientific literature. Generally, the 
area covered is the uses of alcohol by man and the effects 
of such use. 
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Personality Facto c s 

Exteiisi^^c research has been devoted to isolating 
the "common traits" that make up what many believe is 
the "alcoholic personality." There has been no con- 
clusive agreement on the identity of these traits, 
nor on whether they may be the causes or the results 
of problem dr ink! no. 

In 1950, Sutherland et aJ . reviewed the literature 
at that time and conciudec that no alcoholic "personality 
type" could be found on the basis of RorschacI; Protocols 
or non-pro jcctive psychological tests. 

Armstrong (1958) agreed with the conclusions reached 
by Sutherland et al, but cautioned: 

...it would seem premature to abandon the 
search because of failure to date to determine 
adequate methods or to discover the appropriate 
investigative tools... the quest for an alco- 
holic personality or constellation of frequently 
predominant character ] s tic s in alcoholism has 
barely begun. (p. 47) 

In 1962, Popham and Schmidt conducted a more 
comprehensible review of the leseaich relating tc person- 
ality factors and alcoholism. The authors conduced 
that the studies to date of the social and personality 
characteristics of alcoholics have failed to show that 
they differ s ignif icantly from non-alcoholics. 




- 131 - 



Perscr.ali Fa ctors - References 



Armstrono, J. 0. The search for the alcoholic personality. 
Annals of the American Academy of Political and Socia l 
Science, "1958, 315 , 40-47, 

Berger, Personality traits of alcohol addicts. 

•^arterly Journal of Sjtudles ori Alcohol , 1946, 7_, 

356-359. 

Bigelow, N* J. Tv, Lehrmann, S. R., & Palmer, J. N. 

Personality In alcoholic disorders; acute hallucinosis 
and delirium tremens. P sychiatr ic Quarterly , 1939, 

2^, 732-740. 

Blum, K. B., K Blum, R. H. Alcohe lism , modern 

psycho ! ogica 1 approache s to t r eatmen t . San Francisco, 
Calif. s Jossey-Bass Inc., 1967. 

Button, A. D. The psychodyr.amics of alcoholism; A survey 
of 87 ca^es. 0uattctl> ’ourr-al of Studies on AlcohpJ^, 
iZ> 443-460. 

Hall, Rv A. Obsessive-compulsive features in a case of 
chronic alcoholism. Psychcar.aly tic Review , 1950, 37 , 
73-78. 

Hart, H. H. Personality factors in alcoholism. Archives 
of Neurology and Psychiatry , 1930, 24, 116--134. 

Higgins, J. W. Psychodynamics in the excessive drinking 
of alcohol. Archives of Neurology aid Psychiatry, 1953, 
yj 3-726. 

Karpmari, B. The a lcoholic woman : Case studies in the 

psychodynamics of^ alcoholism . Washington r Linacre 
Press, 1956. 

Machover, S., & Puzzo, F. S. Clinical and objective studies 
of personality va..iables in alcoholism. 1. Clinical 
investigation of the alcoholic personality, Quar ter ly 
Jour na 1 of Studies on Alcohol , 1959, ^0, 505-519. 




142 



132 



Machovei , S-, & Puzzo, F, S* Clinical and objective 
studies of persoriality variables in alcoho lism, II. 
Clinical study of personality correlates of remission 
from active alcoholism. Qua r terly Jou rnal r f ^ 
on Alcoho ls 1959,^, 520-527. 

Machover, 5., Puzzo, F, S,, Machover, K., & Plumean, F. 
Clinical and objective studies of personality variables 
in alcoholism. Ill, An objective study of homo- 
sexuality ii» alcoholism. Quarter ly Journal of Studios 
on Alcohol , 1959, 20, 528-542. 

Popham, R. E. , & Schmidt, W. A deca de of alcoholism 

research ; A r ev iev; of the a lcoholism and dru g addic t ion 
research foundation of Ontario , 1951 - 196 1 . Toronto; 
University cf Toronto Press, 1962. 

Rosenman, S. The skid row alcoholic and the negative ego 
image. Quart^jarly Journal of Studies on Alcohol, 1955. 
16, 447-473. 

Sutherland, E. H., Schroeder ; U. G., & Tordella, C. L. 
Personality traits and the alcoholic: A critique of 

existing studies. Quarxerly Journal of Studies on 
Alcohcl , 1950, U, 547-561. 

Witkin, H., Xarp, S., & Goodenough, D. Dependence in 
alcoholics. Quarterly Journal of Studi es on Alcoi^ol , 
1959, 493-504. 




143 



- 133 - 



Phys iological Factor s 

Much research has *jeen done in an attempt to find 
chemicals irv specific beverages which might be the 
causative factors in alcohol addiction, or physiological, 
nutritional, metabolic or genetic defects vhich might 
explain excessive drinking. None of these attempts have 
been very successful (Mendelson & La Dou, 1^64). 

Although alcoholism occurs frequently in the 
children of alcoholics, and may thus seem to have a 
hereditary basis, it can a] > occur in the <*hildren of 
abstainers (Bleuler, 1955). Children of alcoholics are 
less likely to become alcoholics if they are raised away 
from their parents (Jellinek, 1954, Roe, 1954). This 
has supported the belief that alcoholism is related more 
to environmental than to genetic factors. 



Seme researchers Iiave |X>s tula ted that alcoholism is 
caused ly vitamin deficiencies or hormonal imbalances. 
Research by Dr. Roger Williams (1959) and his associates 
at the University of Texas has demonstrated that increased 
alcohol intake can be induced in experimental animals by 
such deficiencies Resccarch supjx>rts the conclusion that 
the nutritional and hormonal deficiencies observed in 
f ar -advanc ed alcoholics appear to be the results rather 
than causes of excessive drinking (Mendelson & LA Dou, 
1964) . 



Although it has been frequently sai<l that alcoholics 
are unable to metabolize alcohol as rapidly as normal 
individuals, Mendelsnn’s research (1964) indicated that 
many alcoholics actually metabolize it more rapidly, 
especially when they are drinking heavily* However, 
there is really no conclusive evidence that alcoholics 
metabolize alcohol differently. 



It has been jiostulated that the cause of alcoholism 
is ''alcohol.'* This explanation presents many difficulties 
in that it is imjxjssibXe to explain the variation in rate 
of alcohol! among drinkers according to sociological 
factors aucl^ cultural, economic, ethnic, and geographic 
differ enceg . 
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Socio"Cul tural Factor s 

Although Intensive research has up to this point 
failed to identify a simple chemical, physiological , or 
emotional cause of alcoholism, studies in the area of 
sociology, but also involving physiology, psychology, 
nutrition, cultural anthropology and epidemiology are 
regarded by scientists as illuminating. These studies 
have aimed at determining ;*^hy alcoholism is widespread 
in come ethnic groups but rare in others. 

Those with the highest reported rates of alcoholism 
are classed as the high incidence groups. They usually 
include the Northern French, the Americans, especially 
the I ri sh-Americans , the Swedes, the Swisc, the ?oles, 
and the Northern Russians. 

In contrast, the relatively low-incidence groups 
include the Italians, some groups of Chinese, Orthodox 
Jews, Greeks, Portuguese, Spaniards, and the Southern 
French, 

Studies have shown that low rates of alcoholism 
among some groups of people cannot all be attributed 
to abstinence* For example, Mormans and Moslems, 
because of religious beliefs do not drink and therefore 
have low rates of alcoholism. However, among groups 
that have a high percentage of drinkers such as 
Italians and Jews, the rate of alcoholism is relatively 
low (Yolles Sf Mendelson, 1967). 

In general, the lesearch has shown that for the 
groups tliat use alcohol to a significant degree, the 
lowest incidence of alroholisir is associated with 
certain habits and attitudes surrounding its use 
(Yolles & Mendelson, 1967): 

The children of the faonily are exposed to 
alcohol early in life, within the framework 
of a strong family or religious group. The 
beverage used i:- served in very diluted form 
and in small quantities. 
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2. The beverages used comriionly are those that 
contciin relatively large amou nts of non- 
alcoholic components, 

3. The beverage is usually consumed with meals 
and is frequently considered as a. food. 

4. The parents set a consistent example of 
moderiite drinking. 

5. Drinxir g is considered neither a virtue nor a 
sin • 

6. Drinking is not viewed as a means of expressing 
one ' s adulthocd or manhood. 

7. One is not regarded as deviant if he abstains. 

8. Use of alcohol to excess is not socially 
acceptable. 

9. There is usually explicit or implicit agreement 
among the r..€ rbers of the group as to the ground 
rules of drinking. 
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Effects of Treatment 

One of the most sign: ficant studies on treatment 
was conducted by Wallers tein anu hxs associates ( 1957 )* 
Antabuye, conditioned response therapy, and hypriotherapy , 
were used with different groups of patients, and changes 
in these group? were compared with changes in a control 
group. Since the patients in the control group were also 
in the hospital and did not want to be left out of the 
experiment, they were told that they were getting milieu 
therapy. These latter patients did not do as well as any 
of the other groups, but the striking ract is that they 
improved, doing almost as well as the patients in the 
experimental group. The control group took part in 
discussion groups on the ward^ was regarded with some 
interest by the hospital staff, and knew that they were 
taking part in an experiment. This suggests that a 
gre?t deal can be done for patients on alcoholic wards 
merely by offering them a humane environment — one in 
wliich there is mutual r&sptct, whe5 e genuine relationships 
with other individuals are possiblei and where they are 
able to feel that they are a p^rt of a group. 

The research to date indicates that various 
^yeatment programs embracing various kinds ox treatment 
usually lead to improvement in some areas of the indi-v 
vidual's functioning. The striking fact is that all 
therapies seem to do some good. However, it is impossible 
to make conclusive statements at this time a‘j to which 
is more effective*. In almost all investigations! treat- 
ment is carried out in settings where it is impossible 
to control all of the extraneous variables. It is, 
therefore, impossible to say pr<?cisely what were the 
major factors in behavioral changes. 
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RESEARCH AND DEMONSTRATION PROJECTS ON 
ALCOHOLISM FUNDED BY RSA, 1967 



University of Utah 
Salt Lake City, Utah 84112 
Joseph P. Kesler, M, D. 
( 256 - 58 - 2 )^^ 



Volunteers of America of 
Los An geles, Inc, 

333 S. Los Angeles Street 
Los, Angeles, Calif. 00013 
Walter C. Hart (284-S8-3)^^ 



Conn. Comm, on Alcoholism 
412 Orange Street 
Room 205 

New Haven, Conn. 06511 
D. P. Miller, Ph.D. 
(403-59-1 )* 

National Council oh 
Alcoholism 
2 East 103rd Street 
New York, New York 10029 
Margaret B. Bailey, D.S.W. 
(418-60-3)* 



To study the vocational 
history of alcoholic 
patients and to demonstrate 
the feasibility of utilizing 
a^ rehabilitation c en t er in 
the treatment and vocational 
rehabilitation of alcoholics* 

To demonstrate the 
employability of a croup of 
chronic alcoholic men 
through the utilization of 
a multi-disci £li ned pro- 
fessional staff in a service 
cent t?r . 

To plan a study of the 
vocational rehabilitation 
of alcoholics through 
evaluation and analysis of 
I eha b iiitation c ounseling 
and other s ervices . 

A demonstration of the value 
of vocational counseling 
Ir. a psychiatrical ly oriented 
reh.-^bilitation program for 
alcohol i cs . 



*Explanat ion ! 1. E. (2042-M-66-4) refers to project 

number 204? in the Med^c^l category which began 
rper?^lon in 1966 and is expected to be active for 
four years. An Asterisk follows the numerical seri% 
for those projects which have been completed. 
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The Salvation Aimy 
Men^s Social Service 
Center 

1500 Valencia Street 
San Francisco, Calif, 94110 
George W, Duplain 
(616-61-5)* 



Florida Alcoholic Rehab, 
Program 
P, O, Box 1147 
Avon Park, Fla, 33825 
James H, Williams, Ph,D. 
(640-61-3)* 



University of California 
405 Hilgard 

Los Angeles, Calif, 90024 
Jean S* Felton, M, D, 
(726-61-3)* 

University of California 
School of Public Health 
Los Angeles, Calif* 90024 
J, S* Felton, M, D* 
(1146-63-3)* 



Slate of Florida Alcoholic 
Rehabilitation Program 
P, O. box 1147 
Avon Park, Fla, 33825 
James H, Williams, Ph,D, 
0472-65-2) 

Temple University 
Philadelphia, Pa* 19122 
Waltar Slanger, Ph,D, 
(1611-65-3) 



To demonstrate the 
effectiveness of a long- 
term in-residence 
vocationally oriented 
program, in both rural 
and urban semi -controlled 
environments , for the 
rehabilitation of selected 
alcoholics* 

To analyse and evaluate the 
col laborati ve techniques 
used by a State alcoholism 
program and State peha- 
bi 1 i tation services in 
rehabilitating 200 alcoholic 
patients. 

To study career p atterns 
of alcoholics in order to 
identify the relationship 
between drinking and 
vocational adjustment , 

To identify and study 
personality traits which 
differentiate between 
alcoholic recidivist 
prisoners who return to 
self-supporting employment 
and those who are unable tc 
attain this degree of 
r ehabi 1 i tat ion , 

To assess follow-up outcome 
of alcoholics receiving 
collaborative treatment 
from a State rehabilitation 
program and a State division 
of vocat ional rehabilitation • 

To evaluate prograons fov 
the rehabilitation of 
homeless alcoholic men , 
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Chicago Ed, Television 
Association 
1761 E, Museum Drive 
Chicago, 111. 60637 
Edward L, Morris 
(1636-64-1)* 



Oregon State Board of 
Control 

Menta] Health Division 
Room 5, State Capitol 
Salem, Oregon 97301 
Robert R, Wippel 
(1657-64-1)* 

Chicago Ed. Television 
Association 
1761 E» Museum Drive 
Chicago, 111, 60637 
Edward L, Morris 
(1701-65-1)* 

Hofstra University 
1000 Fulton Avenue 
Hempstead, L, I, 

New York 11550 
Matthew N, Chappell, Ph,D, 
(1755-65-3) 

Multnomah County 
Multnomah County 
Courtho.se 

1021 S, W, Fourth Avenue 
Portland, Oregon 97204 
Robert R, Wippel 
(2045-G-66-3) 

Centenary College of La, 

P. O, Box 4188 
Centenary Station 
Sherveport, La, 71104 
W, F. Pledger, Ph<D* 
(2072-G-67-1) 



To develop plans for a 
series of educational 
television progreops on 
the problems and treat- 
ment of alcoholism and 
the rehabilitation of 
alcoholics , 

To plan a demonstration 
of comprehensive reha- 
bi li tat ion services 
available for alcoholic 
offenders and to evaluate 
the effects of these 
services » 

To produce a series of 
television programs on 
alcoholism , available 
treatment facilities 
and services. 



A project to produce a 
series of films for 
instructors and profes- 
sional training centers 
on the subject of alco- 
holism rehabilit ation . 

To study the ef f ectiveness 
of planned use of community 
services lor a select group 
of r ecidivist alcoholic of- 
fender s remanded by the 
courts « 



A planning project to 
determine the feasibility 
of developing a program 
of vocational rehabilitation 
services for alcoholic 
municipal public off ender s . 
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N« D. Jomm. on AlcoholisM 
State Capitol 
Bismarck, N, D. 58501 
Bernard Larsen 
(2112-G-66-3) 



To demonstrate the 
effectiveness of a 
community information , 
counseling , and r eiferral 
center for alcoholics . 



Reference: 

Research and Demonstration Projects an annotated listing, 
1967, Vocational Rehabilitation Administration, U. S. 
Department of Health, Education and V’elfare, Washington, 

D. C. 
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Appendix E 



EXPANSION GRANTS OR INNOVATION 
PROJECTS FUNDED BY RSA, 1968 



Ar ieona 
California 



Connecticut 



District of 
Columbia 



Georgi a 
Iowa 



Kansas 



Expansion grant for the -.ehabilitation 
of the alcoholic public offender. 

Department .f Rehabilitation operates 
a center for the rehabilitation of 
alcoholics in Sacramento and also has 
a program in cooperation with the State 
program for alcoholics in Los Angeles 
(Section 2) • 

Innovation grant for a cooperative 
proj'ect with the Mer.tal Health Department 
on alcoholism ond drug dependence. 

Expansion, for vocational rehabilitation 
services at Lorton. A grant has also 
been made to the D. C. Health Department 
to operate a halfway house for those 
r<5turning from the treatment center at 
Occoquan. The D. C. Department of 
Rehabilitation provides the staff. 

Expansion grant for the chronic drunk 
offendei , at Emory University Hospital. 

Expansion grant to opera te three 
transitional houses for the alcoholic 
and State D. V. R. has committed $75,000 
a year of basic support money for 
services. O. E. O. supports the various 
treatment centers throughout the State. 

Innovation, to combat alcoholism at 
Kansas Association for Alcoholic Treat- 
ment Inc., at Valley Hope Treatment 
Center, Norton. The Central Kansas 
Alcoholic Foundation has a Laird project 
to establish a center. 




15D 



152 - 



Louisiana 


A project is supported through Section 2 
at Forrest Glen Alcoholic Center in 
Alexandria . 


Minnesota 


D. V. provides some support to 

St. Francis halfway house for alcoholics 
at Wilman, They plan to develop a new 
establishment at Crookston at a cost of 
up to $150,000. 


New Hampshire 


Expansion, for Intermediate Residential 
Facility for rehabilitation of alcoholics 
with New Hampshire Division of Health, 
Program on Alcoholism. 


New Mexico 


Expansion, for n community approach to 
alcoholism with Alcoholism Research and 
Training Inc. 


North Dakota 


Expansion, for services to alcoholics 
through Heartview Foundation. Also an 
R & D project with North Dakota Commission 
on Alcoholism - To demonstrate the 
effectiveness of a community information, 
counseling, and referral center for 
alcoholics • 


North Carolina 


Innovation, at the Mecklinburg County 
Alcoholic Board in Charlotte. 


Pennsylvania 


An E & I project provides for special 
counselors in the field of alcoholism. 


South Carolina 


Has an Expansion grint at the Alcoholic 
Rehabilitation Center in Florence. 


Texas 


Innovation grant at the Psychiatric 
Institute in Houston where they are 
developing a new program for alcoholics. 
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Washington 



Wisconsin 



o 




In Kings County, Washington, there is a 
three-pronged program with State D* V. R. i 
State Health Department and the Sheriffs 
office operating a rehabilitation program 
at Cedar Hills Center* 

Innovation, for court referred alcoholics 
in Dane County# 
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TRAINING COHRSES 
1968 



General background courses , with special workshops for 
special disc i£l ines : 

RUTGERS SUMMER SCHOOL OF ALCOHOL STUDIES 
(June 30 - July 19) 

Sraithers Hall, Rutgers - The State 
University 

New Brunswick, New Jersey 08903 

SOUTHEASTERN SCHOOL OF AIjCOHOL STUDIES 
(August 12 - 16) 

Held at University of Georgia, 

Athens, Georgia 
For information write tor 
Mr. Janes B. Harkins, Jr., Director 
Division of Alcoholism 
Department of Mental Health 
715 State Office Building 
Montgomery, Alabama 36104 

MIDWEST INSTITUTE OF ALCOHOL STUDIES 
(June 16-21) 

Held at Northwestern University 
For information write to: 

Mr. William N. Becker, Assistant Chief 
Division of Alcoholism 
301 State Office Building 
Springfield, Illinois 62706 

UNIVHRSIIY OF UTAH SCHCX)L OK ALCOHOL STUDIES 
(June 16 - 21) 

P. O. Box 473 

Salt Lake City, Utah 84110 

UNIVERSITY OF TEXAS INSTITUTE OF ALCOHOL 
STUDIES 
(July 14 - 19) 

808 Sam Houston Office Building 
Austin, Texas 78701 



158 



NORTHEAST INSTITUTE OF ALCOHOL STUDIES 
(June 23 - 28) 

Center of Alcohol Studies, Smithers Hall 
Rutgers - The State University 
New Brunswick, New Jersey 08903 

FLORIDA SCHOOL OF ALCOHOL STUDIES 
Florida Alcoholic Rehabi 1 i tat ion Program 
P. O. Box 1147 
Avo 2 i Park, Florida 

SOUTH FLORIDA DIVISION (August 18 - 21) 

Boca Katon 

CENTRAL FIX>RIDA DIVISION (September 15 - 18) 
De I^nd 

NORTH FLORIDA DI’/ISION (October 6-9) 

St. Theresa 

INTERNATIONAL SCHOOL OF ALCOHOL STUDIES 
University of North Dakota 
Bernard Larsen, Director 
North Dakota Commission on Alcoholism 
Bismarck, North Dakota 58501 

Special training course , '* Alcoholi sm and Community Action ** 

At Columbia University - Teachers College 
(June 3 - 13) 

Sponsored by the National Council on Alcoholism 
For information write to; 

Mr. William Ferguson, Director 

Community Services 

National Council on Alcoholism 

2 East 103 Street 

New fork, New York 10029 

An orientation to the attitudes and techniques useful in 
tj^ rehabilitation of the alcoholic ; 

The Georgian Clinic (1 week course) 

1260 Briarcliff Road, N. B. 

Atlanta, Georgia 30306 

Stipends ate available for eligible professional 
persons: Direct requests for information toj 

Mrs. Sally Mellon 
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Appendix G 
FILMS FOR LOAN 

Titl3 May be Obtained From 



!• Alcohol and the 
Human Body 



2. Mental Health 



3. Alcoholismi The 
Revolving Door 



4« Anger at Work 



1 5. Roots of Happiness 

i 

! 

i 

f 

1 6* Feedings of 

j Depression 



7. Who*9 Boss 



d« Feelings of 
Rejection 



o 




Encyclopedia Britannica Films, 
I'.ic • 

202 E. 44th Street 
New York, New York 

Encyclopedia Britannica Films, 
Inc • 

202 E, 44th Street 
New York, New York 

SKF Film Center 

Nation,'! Council on Alcoholism 
2 East 103rd Street 
New York, New York 

International Film Bureau 
332 South Michigan Av^anue 
Chicago, I 1 linois 

International Film Bureau 
332 South Michigan Averiue 
Chicago, Illinois 

McOraw-Hill Book Company 
Text-Film Division 
Highstown, New Jersey 

McGraw-Hill Book Company 
Text-Film Division 
Highstown, New Jcney 

McGraw-Hill Book Co»!»pany 
Text-Film Division 
Highstown, New Jersey 
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9, Feelings of 
Hostility 



McGraw-Hill Doc* Company 
Text-Film Division 
Hlghstown, New Jersey 



10. Overdependency 



McGraw-Hill Book Company 
Text-Film Division 
Highstown, New Jersey 



11, David, Profile of 
a Problem 
Drinker 



McC-raw-Hill Book Company 
Text-Film Division 
Highs town, New Jersey 



12, To Your Health World Health Organization 

Center for Mass Communications 
1125 Aiflsterdam Avenue 
New York, New York 



13. Mr. Finley's 
Feelings 



14. How Long the 
Night 



Metropolitan Life Insurance 
Company 

Association Films, Inc. 

Broad at Blm 
Ridgefield, New York 

Methodist Board of Temperance 
100 Maryland Avenue 
■/ashi ngton 2, D. C. 



15. 



16. 



17. 



For Those Who 
Drink 

Out of Orbit 
Full "irclo 



L. L. Cromien and Co., Inc. 

652 Book Building 
Detroit 26, Michigan 

Jam Handy Organiration 
2861 East Grand Boulevard 
Detroit , Michigan 

International Film Bureau, Inc 
332 South Michigan Avenue 
Chicago, Illinois 



18, Portrait of a Man Association Films, Inc. 

Metropolitan Life Insurance Co 
Broad at Pirn 
Ridgefield, New York 
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19* 



Alcoholism 

(Shows alcohol 
as a social and 
Industrial 
problem. ) 

22 nin* TMIS-912 



Communicable Disease Center 
Attn: Public Health Service 

Audiovisual Facility 
Atlanta, Georgia 



20 * 



The Mask 

(Informs the 
police that 
alcohol may 
mask symptoms 
of both physical 
and mental dis- 
o’^ders • ) 33 min. 
MIS-874 



Communicable Disease Center 
Attr : Public Health Service 

Audiovisual Facility 
Atlanta, G'^orgia 



Films Obtainable from: 



Film Library 

Center for Continuing Education 
University of Georgia 
Athens, Georgia 30601 



1. Alcoholism 



2. Beneficent 
Reprobate 



3. Blood Money 



Presents some causes of excessive* 
drinking. Describes var ious 
forms of treatment and role of 
the publxc clinic. 22 min. EBF 

Treats the uses and effects of 
i Icohol in industry and in relation 
to the central nervous system of 
the human body* 40 min. WCTU 

Pictures an alcoholic on skid row. 

5 min. 



4. Family Affair Introduces five members of the 

alcoholic family and demonstrates 
the characteristics they have in 
co.vion. 12 min. 
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5. Payoff 

I 

] 

I 

i 6. Problem Drinkers 

I 

j 

! 

7, Skid Row 



8, To Your Health 



9. Theobald Faces 
the Facts 



10, What About 
Alcohol ? 



Shows the harmfv'l effects to the 
body through drinking alcoholic 
beverages. 20 rain* 

Shows the work of Alcoholics 
Anonymous and the community's 
r eipK>nsibilities in treating 
alcoholism. 19 min. MOT 

A documentary description of 
life on skid row in Chicago. 

21 min. WCTU 

Investigates v?hat alcohol is, 
what causes drunkenness, what 
makes people drink. Presented 
in entertaining cartoon stylej 
can be used with all age groups. 
10 min. 

A cartoon film which answers some 
commonly misunderstood quesi'ons 
about the use of alcoholic 
beverages. 13 min. 

Teen-agers discuss problems 
involved in the use of alcohol. 

10 min. WCTU 
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FILMS FOR PURCHASE 



May Be Purchased from ; 

Palomar Productions 
415 Lexington Avenue 
New York, New York 



Title 



The Fifteenth 
American 



Series on Rehabl litatlon ox the 
Alco h olic Sponsored by RSA 

1 • Group Therapy 

2* Rehabilitation of the Alcoiiollc 
through Individual Therapy 

3. The Interdisciplinary Approach 

to Rehabilitation of the 
Alcoholic 

4. Lay Treatment Procedures 

5. The Rehablllatlon Counselor 

In various Rehabilitation 
Settings 

6. Survey of Rehabilitation of 

the Alcoholic 

7* Alcohol Education: "It's up 

to You" 
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Appendix H 

ALCOHOLISM: TREACHEROUS BUT TREAT ABLE* 

REASSESS OUR OW ATTITUDES 




A* See the Person Behind the Bottle 

1. Treatment need not be frustrating and overly 
time-consuming if we set realistic objectives. 

2. Alcoholism is a medical disability which must 
confronted* 

•Vcrnelle Fox, Director, Georgian Clinic, 

L. Guy Chelton, M.D. , and Charles Whisnat, M*D. 

(The information presented in this appendix is from a 
display designed by the above named physicians. The 
medical emphasis is provided to aid physicians in 
treating patients suffering from alcoholism*) 
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B, Limit s of Physician ' s Treatment ; Realistic 

Considerations 

1. Not a cure - only part of total rehabilitative 
effort, total treatment requires nore than medical 
resources . 

2. You need not meet patient’s every demand. 

3. You need not feel obliged to ’’rescue” patient at 
every turn. 

4. You should not become consumed - beyond office 
hours, in financial loss, or in family expectations. 

C • The First Ste|>; To Und erst and the P roblem as £ Complex 

1 llness 

Alcoholism is most commonly an intermix of these 

factors . 



Physiological 

Loss of toler- 
ance and adequate 
ability to metab- 
olize alcohol 



Alcohol 
for the 



Sociological 

Ingesting 
alcohol as a 
means of adjust- 
ing to a social 
system 

- physically 
patieiit . 



Psychologi ca j^ 

Drinking behavior 
a mask for under- 
lying dynamics 



and psychologically 



i s ”diff er ent 
alcohol -dependent 



D. The Physician ’ s Responsibility to the Alcohol 
Depend eat 

1. To treat this patient with the same caltitude you 
have toward diabetic, arthritic, or cardiac 
patients . 

2. To render objective medical service. 



3. 



To tailor flexible, specific treatment to 
individual patient needs. 
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You must weigh 







Dependency 

/ 1 \ 






\ 



/ \ 

/ I \ 

Physiological Sociological Psychological 



Which predominates for your patient? 

E. Medical Management fx Part of Total R^abi litation 

Diagnosis « A time for RAPPO/iT: ‘^Your body is unable 

to metabolize alcohol adequately.” 

NOT ACCUSATION; ” You're an alcoholic.” 

F. Acute Detox if icatioii 

Preferably in the hospital first 5-7 days, but can 
be accomplished with daily office visits. 

Patient away from ctisis situation. 

Maximum medical diagnosis and trer. tment. 

Evaluate h i_s illness and his situation. 

Begin planning v/ith him for his continuing treatment. 
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G# Continuing Alertness to Possibility of Pitfalls 



!• Despite ability tc present ^^picture^^ of intactness 
and self-control, most p>atients are unable to remain 
abstinent without medical support. 



2 . 



Periods of severe tension and/or depression usually 
recur during first two to three years. 



3, Alcohol-dependent patient is also prone to sedative 
dependence. Too frequently medication prescribed 
to relieve tension or depression leads to mixed 
alcohol and drug abuse. 



4. A word of caution: Watch for patient requests for 

specific sedative drugs. 



5. In our ten years of clinical experience, only the 
following medications have not demonstrated addic- 
tive liability. 

a. Antianxiety agents 

Phenothiazines (Proma^ine HCl* usually most 
effective) 

Hydroxy^in« ** 

b. Antidepiessants 

Amitriptyline HC1| (most frequently useful) 
Imipramine HC14^ 



H. Rehabilitative Services Available . .. total team effort 
for total rehabilita tion 

1. Alcoholics Anonymous (AA) 

2. Al-Anon and Al**teen 

3. Vocational Rehabilitation 

4. Alcoholism Information Centers (AIC) 

5. Industrial Programs 

6. Community Programs 

7. Mental Health Associations 

•Sparine* ^ 

♦*Atara>^; Vistaril 
4Elavil^ 

44Tofrann® 
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8* Religious Organisations 

9. Visiting Nurse Associations 

10, Family Service Associations 

11, Welfare Department 

12, Other Government Programs 

1 . Physician ' s Role 

1. Understanding characteristics of each patient. 

2. Setting realistic oblectives: 

a. Acute and continuing meOlcal management. 

b. Patience is paramount - no "quick" resolution 
to the problem 

...relapse does not mean failure! 
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Craving for alcohol. j 3. Disu^firam (when sober - at least 
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IRS Study Committee on Rehabilitation of the Alcoholic 
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